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... specify Bufferin® and curb 
salicylate intolerance 


BUFFERIN effectively relieves pain and dis- 
comfort due to headache, colds and muscle- 
joint strains and gives temporary relief of 
minor arthritic pains. Swift-acting BUFFERIN 
is detectable in the plasma 60 seconds after 
ingestion,! absorption being expedited by its 
antacid components.2 

BUFFERIN is superior to plain aspirin in 


that it avoids gastric intolerance; it is “... the 
drug of choice where prolonged, high salicyl- 
ate levels are indicated.’’3 

Gastric distress due to aspirin used alone 
has been reported consistently.4-!9 BUFFERIN 
greatly reduces the incidence of aspirin in- 
tolerance, “‘*. . . is 4 to 5 times better tolerated 
than ordinary aspirin.’’3 


1 Harrisson,J.W.E.; Packman, E.W., 
and Abbott, D.D.: J. Am. Pharm. 
Assn. (Scient. Ed.) 48:50-56 (Jan.) 
1959. 

2 Paul, W.D.; Dryer, R.L., and 
Routh, J.L.: J. Am. Pharm. Assn. 
(Scient. Ed.) 39:21 (Jan.) 1950. 


3 Tebrock, H.E.: Ind. Med. & Surg. 
20:480-482, 1951. 

4 Muir, A., and Cossar, I.A.: Brit. 
M.J. 2:7-12 (July 2) 1955. 

5 Waterson, A.P.: Brit. M.J. 2:1531 
(Dec. 24) 1955. 

6 Brown, R.K., and Mitchell, N.: 
Gastroenterology 31:198-203 
(Aug.) 1956. 


7 Kelly, J.J., dJr.: Am. J. Med. Sci. 
232:119-128 (Aug.) 1956. 

8 Brick, I.B.: J. Am. Med. Assn. 163: 
1217-1219 (Apr. 6) 1957. 

9 Trimble, G.X.: Correspondence, 
J. Am. Med. Assn. 164:323-324 
(May 18) 1957. 


10 Lange, H.F.: Gastroenterology 33: 


770-777 and 778-788 (Nov.) 1957. 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, New York 
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five-foot thick window, the technician manipulates 
slave hands to load oa Picker-encapsulated Cobolt 
60 source into its shipping container. 


This is the swing door 
that gives access to the 
Hotcell in the new Picker 
Research Center in Cleveland. Its 
looming mass (forty tons deadweight) 
gives you some idea of the clifflike shield- 
ing required to contain the 1,000,000 cur- 
ies of radioactivity the cell can safely 
handle. 


Here will be “packaged” radiation ther- 
apy sources of customer-specified curie 
content or rhm output. To users of such 
sources this encapsulation service will 
bring many benefits. For one thing, a 
large isotope inventory and rapid turn- 
over will make promptly available—and 
at attractive rates—radioisotopes other- 
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Inside the hoteell. Outside, protected behind the 


million-curie 


if it has to do with RADIATION it has to do with 


wise scarce (good example at this writing 
is Cesium 137). For another, a brisk traf- 
fic in reencapsulation of used sources 
promises to appreciate the trade-in value 
of partially-spent material. 


Other areas of the Center—among them 
a “gamma garden”, a hot chemistry labor- 
atory, an instrumentation division for 
nuclear medicine—will be devoted to pure 
research: to seeking out new and better 
and safer ways of harnessing radiation to 
the service of medicine and industry. 


Next time you're in the Cleveland area 
come see the fascinating wonders and up- 
to-the-minute facilities of this new plant. 
The latchstring is always out. 
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The Picker Research Center at 1020 London Road in Cleveland. 
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INFORMATION FOR CONTRIBUTORS 


Tue JouRNAL OF THE AMERICAN OsTEOPATHIC AssOcIATION is the of- 
ficial scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 
1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JouRNAL, and one carbon kept by the author. All copy, 
including quotations, footnotes, tables, references, and legends for fig- 
ures, should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each ref- 
erence must include the name of the author and the full title of the 
article or book. For periodicals, the name, volume number, complete 
date, and inclusive paging of the article are required. For books, the 
edition, the name and location of the publisher, and the year of publi- 
cation are required. Exact page numbers must be given for all direct 
quotations. 


3. The author’s degrees and teaching affiliations should be given. 


Illustrations 
1. Photographs should be unmounted, untrimmed, glossy prints. 
2. Figure charts, tables which are to be engraved, and lettering on 
prints should be in black (India) ink on good quality white paper. 
Lettering must be large enough to be read when reduced. 


3. Original roentgenograms or slides can be used for reproduction, but 
direct-contact glossy prints from originals are preferable. 


4. All illustrations must be numbered and the top indicated. 
5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 


6. When illustrations which have appeared elsewhere are submitted, 
full information should be given about previous publication, whether or 
not permission has been obtained, and credit to be given. 


Copies of the Journal 
1. Three copies of THE JouRNAL containing his article will be sent to 
the author on request. 


Reprints 
1. Information for ordering reprints is sent with galley proofs. 


4. The article should end with a comprehensive summary. FOR ADDITIONAL INFORMATION, PLEASE WRITE THE EDITOR 


Published monthly by the American Osteopathic Association. Printed by Pioneer Publishing Company, Publication Office, 100 S. Kenilworth Ave., 
Oak Park, Ill. Editorial and Executive Offices, 212 E. Ohio St., Chicago 11, Ill. Subscription $10 a year; single copies $1.00. Acceptance for mail- 
ing at special rate of postage provided for in Section 1103, Act of October 3, 1917, authorized August 31, 1922. Entered at Oak Park, Ill., Post 
Office as second class matter April 1, 1926, under the Act of March 3, 1879, 


ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 E. OHIO ST., CHICAGO 11, ILL. CHANGE OF ADDRESS: If possible, clip 
address from mailing envelope of your copy of this magazine and send along with new address (with zone number if any). Allow 5 weeks for 
Copyright, 1959, by American Osteopathic Association. 
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clears the tineas 
from head to toe- 


orally 


In tinea capitis 


After Futvicin: Normal, new hair growth after 6 
weeks of oral therapy. 
Photos courtesy of M. M. Nierman, M.D., Calumet City, Ill. 


Before Futvicin: Tinea capitis (Microsporum 
audouini) in a 7-year-old boy. 


Lesions clear, cultures become negative in 
tinea corporis: 4 to 5 weeks’ onychomycosis: 4 to 6 months' 
tinea cruris: 4 to 6 weeks' tinea pedis: 6 to 8 weeks' 


first oral fungistat to penetrate keratin from the inside... acts to check invading ring- 
worm fungi (Microsporum, Trichophyton, Epidermophyton)...usually well tolerated, 
side effects rare in therapeutic doses. 

For complete information about dosage, indications and precautions consult Schering 
Statement of Directions. 
Packaging: Futvicin Tablets, 250 mg., bottles of 30 and 100. 
1. Robinson, H. M., Jr., et al.: Griseofulvin, Clinical and Experimental Studies, A.M.A. Arch. 


Dermat., in press. 
SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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up-to-date 
and practical SAUNDERS BOOKS 


Hardy, Griffin 
and Rodriguez— 
BIOPSY MANUAL 


New! This beautifully illustrated man- 
ual gives you the safest step-by-step 
techniques for obtaining suitable speci- 
mens of tissue from virtually any area 
of your patient’s body. The authors 
tell you just what kind of material the 
pathologist needs for diagnosis, for 
prognosis and for following the course 
and effectiveness of therapy in cancer 
and other conditions. 


Whether you need to perform a simple 
skin biopsy or a biopsy of the liver, 
kidney or cervix, etc. this book shows 
you just how to proceed each step of 
the way. With the help of crystal clear 
illustrations, the authors describe in- 
cisions, landmarks, anesthesia, pitfalls 
and complications. Pathologic exami- 
nation of the tissue is not considered. 
This is strictly a manual of technique. 


Valuable help is included on instru- 
ments, fixatives, records for the pathol- 
ogy laboratory, frozen section vs. par- 
affin section examination, common er- 
rors and omissions in biopsy, etc. 


General practitioners and _ specialists 
will find this a tremendously useful 
guide to just what tissue they should 
obtain fer the pathologist and how best 
to obtain it. 


By JAMES D. HARDY, M.D., Professor and 
Chairman of the Department of Surgery; JAMES 
C, GRIFFIN, JR., M.D., Assistant Instructor in 
Surgery, Administrative Chief Resid in Surgery, 


National Cancer Institute Trainee; and JORGE A. 
RODRIGUEZ, M.D., Assistant Professor of Surgi- 
cal Anatomy—All at the University of Mississippi 
School of Medicine. 150 pages, 6”x944”, with 142 
illustrations on 54 figures. $0.00. New! 


Hardy, Griffin & Rodriguez—Biopsy Manual $6.50 
Steer-Moloy’s Evaluation of Pelvis........... 


$4.00 Hilleboe & Larimore—Preventive Medicine $12.00 


& 


Steer-Moloy’s EVALUATION 
OF THE PELVIS IN OBSTETRICS 


New (2nd) Edition. This important monograph will be of great value to every 
physician who practices obstetrics. With its help you will be better prepared 
to choose the proper method of delivery in each individual case. 


Dr. Steer describes the various types of pelves, tells you how to recognize 

them, and how they affect the mechanisms of labor. Measurement of the 

space available in the pelvis is described, and the outcome of labor in varying 

degrees of disproportion is detailed. You will find sound help here on de- 

termining the safest way of managing those cases in which progress has been 

—— The entire book has been brought up-to-date for this New (2nd) 
ition. 


By CHARLES M. STEER, M.D., Med.Se.D., F.A.C.S., F.A.C.O.G., Associate Professor of 
Clinical Obstetrics and Gynecology, College of Physicians and Surg Columbia Uni it 
the Sloane Hospital for Women. 131 pages, 5”x8\%”, illustrated. $4.00. 


Moyer—HYPERTENSION 


New! Here is a practical guide to what you can and should do for your pa- 
tients with hypertension. 91 eminent clinicians, surgeons and researchers tell 
you what they have learned about the causes of hypertension and how effective 
treatment can be accomplished. 


y, and 
New (2nd) Edition! 


The causes are described as well as pathologic changes involved. Help is 
given on diagnostic methods and assessing the state to which the hypertension 
has progressed. Precise therapeutic methods are detailed. New drug agents, 
including chlorothiazide and its derivatives; ganglionic blocking agents; etc. 
are explained. 


Edited by JOHN H. MOYER, M.D., Prof and Chai 
Hahnemann Medical College and Hospital; with the 
with 248 illustrations. $14.00. 


Hilleboe and Larimore— 
PREVENTIVE MEDICINE 


New! A valuable new book on preventive medicine. One that clearly points 
out how to prevent the initial onset of disease and how to control its progres- 
sion once contracted. The experienced authors explain: control of environmen- 
tal factors (waste disposal, food poisoning, insect vectors, etc.)—prophylactic 
measures against various infectious di int e of proper nutri- 
tion—elimination of predisease conditions—periodic health inventories—early 
detection of disease (cancer, tuberculosis, heart disease, etc.)—follow-up 
screening examinations—rehabilitation—alcoholism. A useful section covers 
helpful supportive services. 


of the Department of Medicine, 
of 6 Associ 790 pages, 61447x9%”. 
New! 


Edited by HERMAN E. HILLEBOE, M.D., Commissioner of Health, State of New York, Depart- 
ment of Health, Albany; and GRANVILLE W. LARIMORE, M.D., Deputy Commissioner of Health, 
State of New York, Department of Health, Albany. Contributions by 29 Authorities. 731 pages. 
6”x9Y,”, illustrated. $12.00 New! 


W. B. SAUNDERS COMPANY 
West Washington Square, Philadelphia 5 


Please send and charge to my account: 
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common denominator: a.p. 


Worlds apart—plumber, 
pediatrician, press agent, 
counterman—these people have one 
thing in common: angina pectoris. 
Each one is receiving Peritrate 

20 mg. q.i.d. as “basic therapy,” 
providing long-acting coronary 
vasodilatation for fewer, less severe 
attacks, increased exercise 
tolerance, and reduced 
nitroglycerin dependence. 


In one or another, however, 
underlying apprehensions, sudden 
stress situations, unpredictable daily 
schedules call for “basic therapy” 
plus individualized treatment. 
Broad coverage protection for 
each patient is afforded by a 
Peritrate formulation in terms of 


daptable 
rophylaxis 
ngina 
ectoris 


® 
“basic therapy” 
for the apprehensive patient 
brand of pentaerythritol tetranitrate Peritrate with Phenobarbital 


for congestive failure 
Peritrate with Aminophylline 
for convenient 24-hour protection 
Peritrate Sustained Action , 
to relieve the acute attack 
Peritrate with Nitroglycerin 


MORRIS PLAINS, N.J, 
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NEW 


SMITH 
KLINE & 
FRENCH 


A potent, low-dose antihistamine 
often effective where certain 


others have failed 


brand of sustained release capsules 


and Tablets 2 mg. 


brand of diphenylpyraline hydrochloride 


Maxwell’ selected 25 patients with chronic allergic rhinitis who had previously been 
treated with only limited success. Each received one 5 mg. ‘Spansule’ capsule night and 
morning for four weeks. At the end of this period 19 out of 25 were completely free from 
all symptoms and the remaining 6 patients were greatly improved. 


The remarkably low incidence of drowsiness with ‘Hispril’ (approximately 4%) makes it 
an excellent antihistamine for allergic patients who must remain active and alert. 


Smith Kline & French Laboratories, Philadelphia 


1. Maxwell, M.J.: Lancet 2(7000) :828, 1958 
*Trademark 
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PASSPORT 


Cs 
New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


(brand of hydroxyzine) 


Wipes any drug Previousiy, Used | 
re) 
te” bottles of 100, Syrup, Pint bork) pe 
4 
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‘internal and /or external attack | 


Whatever the bacterial infection seen in EENT, the foci respond rapidly to a suitable | 
form of broad-spectrum ACHROMYCIN. In superficial cases, local therapy is often 
dramatic. In deep-seated conditions, ACHROMYCIN V capsules complement topical 
control for fast relief and remission. 


Tetracycline Lederie 


thalmic Ointment sal Suspension 

Ophthalmic Ointment 1% ( Ear Solution I } with Hydrocortisone L — Troches 
with Hydrocortisone 1.5% And Phenylephrine 

Ophthalmic Powder Sterilized ACHROMYCIN V (Tetracycline with Citric Acid) Capsules 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York =) 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN?*(meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


erelieves both mental and muscular tension 
without causing depression 


edoes not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: each blue capsule contains 
400 mg. Miltown (meprobamate) 
Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 
Both potencies in bottles of 30. 


“WALLACE LABORATORIES, New Brunswick, N. J. 


. 
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THE AMERICAN OSTEOPATHIC ASSOCIATION 


for graduate training made available through the cooperation of 


Continuing progress in American medicine 
depends how well today’s young physicians 
are fitted for the challenging tasks that lie 
ahead. Knowledge and skill must be de- 
veloped in every possible way. 


In support of this position, Mead Johnson 
& Company makes available annual awards 
to osteopathic physicians for fellowship 
training in the fields of general practice and 
certain specialties. — 


In 1960, nine $1.000 awards will be made: 
three in general practice; two in pediatrics; 
two in obstetrics and gynecology; and two 


MEAD JOHNSON & COMPANY 


in internal medicine. Training is to be taken 
in an osteopathic college or college-affiliated 
hospital. 


Grants are available to osteopathic gradu- 
ates of 1956, 1957, 1958, and 1959. Applica- 
tion forms may be secured from the American 
Osteopathic Association, 212 E. Ohio Street, 
Chicago 11. Completed forms must be re- 
turned to the Association by May 1. 


The Association administers this program 
through its Committee on Mead Johnson 
Grants. Mead Johnson & Company, in keep- 
ing with its policy, limits its participation 
solely to the provision of funds. 
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easiest way 


Remember 


“SERPASIL 


(reserpine CIBA) 


for the anxious 
hypertensive 

with or without 

tachycardia _- 


-- 


peries 


Tessalon perles stop cough fast — and they're 
convenient to take. No mess, no spillage, no 
awkward spoons or bottles to carry around. 
Another advantage: no taste. An exact, effec- 
tive dose is sealed in a tiny gelatin sphere. 


Reasons why Tessalon stops cough so effective- 
ly: it acts where cough begins —in the chest; it 
acts at the cough reflex center—in the medulla; 
it acts promptly —within 15 to 20 minutes, the 
effect lasting up to 8 hours. Tessalon is not a 
narcotic, yet has been reported 2% times more 
effective than codeine in suppressing cough. 

SUPPLIED: Tessalon Perles, 100 mg. (yellow); bottles of 
100. Tessalon Pediatric Perles (for children under 10), 
50 mg. (red); bottles of 100. Also available (for use 
when oral administration of Tessalon is precluded): 
Ampuls, 1 mi. (5 mg.); cartons of 5. 


1. Shane, 8.J., Krzyski, T.K., and Copp, 
8.E.: Canad. M.A. J. 77:600 (Sept. 15) 1957. 


TESSALON® (benzonatate CIBA) 


Summit, New Jersey 
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now! a safe, 


new long-acting 


biologic stimulant: 


DURABOLIN, a totally new biologic stimulant, is the safest and most potent 
long-acting tissue-building agent now available to physicians. Clinical studies, 
conducted on a broad scale for more than three years in England, Canada, 
Europe and the United States, indicate clearly that DURABOLIN exerts its re- 
Vitalizing effects without the drawbacks and dangers characteristic of tissue- 
building steroids. Under the influence of DURABOLIN, normal cell growth is 
stimulated, muscular tissue mass increased. Negative nitrogen balance rapidly 
becomes positive. Appetite improves dramatically. Weight gain occurs from 
increased solid tissue, without fluid retention. DURABOLIN therapy may also 
relieve pain in both pre-senile and senile osteoporosis, possibly by stimulating 
regenerative processes of bone. 


Given only once weekly by bland, intramuscular injection, DURABOLIN pro- 
duces a rapid, lasting sense of well-being, especially in the asthenic, under- 
nourished or debilitated patient. 


DURABOLIN is notably less costly than oral anabolic therapy, and produces 
no growth of facial hair or acne when administered in proper dosage. And 
thus far, after ten million injections, there has been no evidence of hepatic 
disorders or progestational effects. 


DURABOLIN is supplied in 1-cc. ampuls and in 5-cc. vials, providing 25 mg. 
of nandrolone phenpropionate (ORGANON) per cc. of sesame oil. 


Average adult dose: 25 mg. (1 cc.) i.m. once weekly, or 50 mg. (2 cc.) i.m. 
every second week. Write for samples with complete literature and bibliog- 
raphy on DuRABOLIN: Organon Inc., Orange, New Jersey. 
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® 
‘restores strength and vitality, 
O builds working muscular weight, 
improves outlook and appetite 


Nandrolone phenpropionate injection, ORGANON 


anorexia 

asthenia 

burns 

cachexia 
convalescence 
catabolic conditions 
debility states 
decubitus ulcers 
mammary cancer 
osteogenesis imperfecta 
osteoporosis 

pre- and post-surgery 
retarded growth 
uremia 

weight loss 


Organon 


Organon Inc. - Orange, N. J. 
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new concept | 
for chronic constipation... 


and especially that associated 
with the irritable bowel syndrome 


DECHOTYL 


TRABLETS* 
safe, gentle transition 
to normal bowel function 


DECHOTYL provides gentle stimulation of the bowel and helps restore normal con- 
sistency of the intestinal contents to gradually re-establish normal bowel function 
in your chronically constipated patients. 

THE RATIONALE of DEcHoTYL is based on an effective combination of 
therapeutic agents: 

DECHOLIN®, dehydrocholic acid, AMES, (200 mg.), the most potent hydro- 
choleretic available, is a chemically pure bile acid and has been used effectively 
in the treatment of biliary tract disorders for many years. It produces an increased 
flow of thin bile which helps to lower surface tension of intestinal fluids, promotes 
emulsification and absorption of fats and mildly stimulates intestinal peristalsis. 
Desoxycholic Acid (50 mg.), a choleretic, also is a chemically pure bile acid and 
stimulates an increased flow of bile, lowers surface tension and stimulates peristal- 
sis. By emulsifying fat globules, desoxycholic acid aids the digestive action of the 
fat-splitting enzyme, lipase. DECHOLIN and desoxycholic acid thus favorably influ- 
ence the constitution and the movement of the intestinal contents. 

Dioctyl Sodium Sulfosuccinate (50 mg.) is a wetting agent which lowers sur- 
face tension and aids the penetration of intestinal fluids into the fecal mass, provid- 
ing a moist stool of normal consistency. 

EFFECTIVE: Bile influences the constitution as well as the movement of the 
intestinal contents. The ingredients of major importance are DECHOLIN and desoxy- 
cholic acid which increase the flow of bile, lower surface tension, promote emul- 
sification and absorption of fats and mildly stimulate intestinal peristalsis. With 
dioctyl sodium sulfosuccinate, a good therapeutic effect can be obtained without 
the danger of toxicity or decreasing effectiveness even when used regularly. 

SAFE: Clinical evidence indicates that the constituents of DECHOTYL cause no 
systemic sensitivity, drug accumulation, habituation or interference with nutrition. 
Orally, in therapeutic amounts, DECHOTYL is without significant toxic effect. The 
only side effect following oral administration is diarrhea if the dosage is excessive. 


Dosage: Average adult dose—Two TRABLETS* at bedtime. Some individuals initially 
may require 1 to 2 TRABLETs three or four times daily. Contraindications: Biliary tract 
obstruction; acute hepatitis. 


Available: Tras.ets,* coated, yellow, trapezoid-shaped; bottles of 100. 


*1.M. for AMEs trapezoid-shaped tablet. 75159 


AMES 


COMPANY, INC 
Elkhart indiono 
Toronto Conado 


4 

| | . 

| 

! 

| 

| 


REFLECTION ON CORTICOTHERAPY: 


‘To be of greatest value, a 
steroid must be good not only 
for the patient (by controlling 
symptoms), but also 
to the patient 
(by minimizing 
side effects). 
To be of greatest 
value, the steroid 
should have the 
best ratio of 
desired effects 

to undesired 
effects: 


the corticosteroid that hits the : THE UPJOHN COMPANY 
disease, but spares the patient e KALAMAZOO, MICHIGAN 


* TRADEMARK, REG. U. S. 
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SAFER, 


MORE EFFICIENT 


BETTER TOLERATED 
QUINIDINE 


THERAPY'? 


IN CARDIAC 


ARRHYTHMIAS 


Safer and more efficient because there is no let-down in plasma levels where arrhyth- 
mias tend to recur. Better tolerated because quinidine gluconate is ten times as 
soluble as quinidine sulfate—and so is easier on the g.i. tract. Quinaglute Dura-Tab 
S.M. every 12 hours maintains uniform, effective plasma levels around the clock. 


QUINAGLUTE 


DURA-TAB S.M. 


A quinidine of choice in atrial fibrillation, flutter, exclusive oral Sustained Medication* 
premature contractions, auricular tachycardia. Quinidine Gluconate (5 gr.) 


DOSAGE: for conversion of auricular fibrillation to ples iterature write 

normal sinus rhythm, in most cases, 2 Quinaglute Dura- for som and | PH ah mM a. ea L 
Tab S.M. tablets 3 to 4 times a day, for 2 to 3 days; 

longer periods are required in some patients...for WY N N CORPORATION 
maintenance 1 to 2 tablets every 10 to 12 hours. Bottles 5119 West Stiles Street, Philadelphia 31, Pa. 
of 30, 100 and 250. 


also available: 
1, Bellet, S.; Finkelstein, D., and Gilmore H.: 
A.M.A. Archives Int. Med. 100:750, 1957. INJECTABLE QUINAGLUTE 10 cc. Multiple Dose 


2. Bellet, S.: Amer. Heart J. 56:479, 1958, Viele, 0.08 Gm. Quinidine Giuconate per cc. 
8. Finkelstein, D.: Penn, Med. J. 61:1216, 1958. page S. Patent 2895881 
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Why should I use 

KANTREX® Injection’ 
when there are 

=) so many other 

antibiotics available? 


Because KANTREX Injection is bactericidal 

to a wide variety of organisms, including 

many that are highly resistant to the other 

antibiotics** 10, 12,13, 17, 18,20, 21,23, 24, 25,27, 30, 33, 35,37 
—organisms such as Staph. aureus, 
Staph. albus, A. aerogenes, E. coli, H. 
pertussis, K. pneumoniae, Neisseria 
sp., Shigella, Salmonella and many 
strains of B. proteus. 


But if I use KANTREX Injection, won’t that 
help make bacteria resistant to it also? 


Next page, please......... 


*Kanamycin sulfate injection (Bristol) 
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(.) But if I use KANTREX Injection, won’t that help make 
bacteria resistant to it also? 


A A very good question, but it is reassuring to note that 
in almost two years of clinical use of KANTREX for the 
treatment of infections for which it is recommended, 
the emergence of KANTREx-resistant bacterial popu- 
lations has not been a problem. 


( ) My impression is that KANTREX is just another neomy- 
cin. Isn’t that so? 


A Indeed not. The only thing Kanrrex and neomycin 
have in common is a similar antimicrobial spectrum. 
Otherwise, they’re very different: they have different 
chemical structures; the toxicity of KANTREX is “much 
less than that of neomycin”; and clinically, KANTREX 
Injection is practical for systemic administration rou- 
tinely, while neomycin is not. 


Q You mean that KantREX Injection doesn’t have the 
nephrotoxicity of neomycin? 


A Precisely. It’s true that when Kanrrex Injection is 
used, urinary casts — even slight albuminuria or micro- 
scopic hematuria — may appear, especially in poorly 
hydrated patients, but this does not reflect any pro- 
gressive damage to the kidneys. These signs promptly 
disappear on adequate hydration or termination of 
therapy. 


Then why do you recommend reduced dosage in pa- 
tients with renal impairment? 


A Because renal impairment causes an excessive accumu- 
lation of KANTREX in the blood and tissues, when usual 
doses are administered. Since KANTREX Injection is ex- 
creted entirely by the kidneys, renal impairment leads 


to unnecessarily high and prolonged blood levels; and 
such excessive concentrations increase the risk of oto- 
toxicity. 


Q Is that why we see reports of patients developing 
hearing loss during KANTREX Injection therapy? 


A Yes. A study of the few reported cases in which pa- 
tients have suffered impaired hearing will show that 
in every instance they had pre-existing or concurrent 
renal impairment, yet received usual or excessive doses 
of KANTREX Injection. Dosage recommendations for 
KANTREX Injection emphasize that in patients with 
renal dysfunction, adequate serum levels can be 
achieved with a fraction of the dose suggested for pa- 
tients with normal kidney function — with minimal 
risk of ototoxicity. 


Q Since urinary tract infections are often accompanied 
by renal impairment, does that mean I shouldn’t use 
KANTREX Injection in such conditions? 


A Not at all. With proper precautions, KANTREX Injec- 
tion is an excellent drug for the treatment of urinary 
tract infections, especially those due to Proteus, A. 
aerogenes and E. coli, even when renal impairment is 
present. 


What are the “proper precautions” in a patient with 
impaired renal function? 


A The package literature covers them in detail. First, the 
daily dose should be reduced in such a patient. Then, 
if he is going to receive KANTREX Injection for 7 days 
or more, a pre-treatment audiogram should be done, 
and it should be repeated at appropriate intervals dur- 
ing therapy. If tinnitus or subjective hearing loss de- 
velops, or if followup audiograms show significant loss 
of high frequency response, KANTREX therapy should 
be discontinued. However, therapy for 7 days or more 


a a 


is seldom required because the clinical response to 
KANTREX Injection is so rapid. 


() Why do you put so much emphasis on KANTREX’S 
“rapid action”? Every antibiotic I’ve heard about is 
supposed to be “rapid acting.” 


A There is such an abundance of clinical evidence about 
“rapid acting” that it takes KANTREX Injection out 
of the “supposed-to” ‘class. 1,2,3, 7,8, 9,11, 15, 16, 19, 21, 22, 26, 29, 32, 33 
Remember, the effectiveness of KANTREX Injection 
therapy can usually be appraised in 24 to 36 hours. 
That’s definite evidence of rapid action. In fact, one 
group of investigators reported that “the rapidity with 
which bacteria are killed by this agent is reflected by 
the promptness of the clinical response.” 


(.) Does Kantrex Injection cause blood dyscrasias? 


A In extensive clinical and toxicity studies by numerous 
investigators, as well as almost two years of general use, 
not a single instance of such toxicity has been reported. 


(.) Can I administer KANTREX Injection in any other way 
than by the intramuscular route? 


A Yes. While it’s usually given intramuscularly, other 
routes are practicable: intravenous, intraperitoneal, by 
aerosol, and as an irrigating solution. Complete in- 
structions are included in the package insert. 


() So you think I ought to use KANTREX Injection as my 
first choice antibiotic in staph and gram-negative 
infections? 


A Yes — because all evidence to date indicates that it is 
bactericidal against a wide range of organisms...rapid 
acting ...does not encourage development of bacterial 
resistance...is well tolerated in specified dosage...and 
has not caused any blood dyscrasias. 


é 
3 


KANTREX CAPSULES 


for local gastrointestinal therapy... 
not for systemic infections 


Why can’t I use KANTREX Capsules for systemic medi- 
cation? 


A Because there is only negligible absorption of KANTREX 
from the gastrointestinal tract.******.** Thus, capsules 
cannot provide effective blood levels. 


Q Then what are KANTREX Capsules used for? 


A Preoperative bowel sterilization, and local treatment 
of intestinal infections due to kanamycin-sensitive 
organisms. 


I’ve been using neomycin for preoperative bowel steri- 
lization. Why should I switch to KANTREX Capsules? 


A Because Kantrex has been rated as “superior to neo- 
mycin” for this purpose.* It provides rapid and satis- 
factory control of coliforms, clostridia, staphylococci 
and streptococci; yeasts do not proliferate; stool con- 

centrations of the drug are exceptionally high; and 

nausea, vomiting or intestinal irritation have not been 
observed.** 


What advantages do KANTREX Capsules offer me in the 
treatment of intestinal infections? 


AA high degree of effectiveness against most of the 
pathogens responsible for such infections: Salmonella, 
Shigella, Staph. aureus, E. coli and Endamoeba his- 
tolytica. Moreover, their use has been “remarkably free 
of any side effects.”* 
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INJECTION KANAMYCIN SULFATE INJECTION 


INDICATIONS 

Infections due to kanamycin-sensitive organisms, particularly staph or “gram- negatives” : 
genito-urinary infections; skin, soft tissue and post-surgical infections; respiratory tract infec- 
tions; septicemia and bacteremia; osteomyelitis and periostitis. 


DOSAGE: INTRAMUSCULAR ROUTE 

Recommended daily dose is 15 mg. per kg. of body weight, in 2 to 4 divided doses. 

For intramuscular administration, KANTREX Injection should be injected deeply into the upper 
outer quadrant of the gluteal muscle. 


TOXICITY 

When the recommended precautions are followed, the incidence of toxic reactions to KANTREX 

is low. In well hydrated patients under 45 years of age with normal kidney function, receiving 
a total dose of 20 Gm. or less of KANTREX, the risk of ototoxic reactions is negligible. 


In patients with renal disease and impaired renal function, the daily dose of KANTREX should 
be reduced in proportion to the degree of impairment to avoid accumulation of the drug in 
serum and tissues, thus minimizing the possibility of ototoxicity. In such patients, if therapy 
is expected to last 7 days or more, audiograms should be obtained prior to and during treat- 
ment. KANTREX therapy should be stopped if tinnitus or subjective hearing loss develops, or if 
audiograms show significant loss of high frequency response. 


OTHER ROUTES OF ADMINISTRATION 

KANTREX should be used by intravenous infusion only when the intramuscular route is im- 
practicable. KANTREX can also be employed for intraperitoneal use, aerosol treatment, and as 
an irrigating solution. See package insert for directions. 


PRECAUTIONS 
Use of antibiotics may occasionally result in overgrowth of non-sensitive organisms. If super- 
infection appears during therapy, appropriate measures should be taken. 


SUPPLY 


Available in rubber-capped vials as a ready-to-use sterile aqueous solution in two concentra- 
tions (stable at room temperature indefinitely) : 


KANTREX Injection, 0.5 Gm. kanamycin (as sulfate) in 2 ml. volume. 
KANTREX Injection, 1.0 Gm. kanamycin (as sulfate) in 3 ml. volume. 


CA P$ ul L E¢ (for local gastrointestinal therapy; not for ew medication) 


INDICATIONS AND DOSAGE 


For preoperative bowel sterilization: 1.0 Gm. (2 capsules) every hour for 4 hours, followed by 
1.0 Gm. (2 capsules) every 6 hours for 36 to 72 hours. 


For intestinal infections: Adults: 3.0 to 4.0 Gm. (6 to 8 capsules) pe day in divided.doses for 
5 to 7 days. Infants and children: 50 mg. per kg. per day in 4 to 6 divided doses for 5 to 7 days. 


PRECAUTION 


Preoperative use of KANTREX Capsules is contraindicated in the nce of intestinal obstruc- 
tion. Although only negligible amounts of KANTREX are asad 3 through intact intestinal 
—S —_ possibility of increased absorption from ulcerated or denuded areas should be 
conside 


SUPPLY 
KANTREX Capsules, 0.5 Gm. kanamycin (as sulfate), bottles of 20 and 100. 


REFERENCES: 


1. Andrieu, G., Monnier, J., and Bourse, R.: Presse ed 67:718, 1959. 2. Berger, S. H., and mer ag P. F.: Ann. 
N. Y. Acad. Sci. 76:136, 1958. 3. Bunn, P. A., Baltch, A., and Krajnyak, O.: Ibid. 76: 109, 1958. 4. Bunn, P. A., 
and Baltch, A.: New Eng. J. Med. 259:659, 1958. 5. Cohn, L, Jr., and Longacre, A. B.: S. > & O. 108: 100, 1959. 
6. Cohn, I., Jr.: Ann. N. Y. Acad. Sci. 76:212, 1958. 7. Cronk, G. A., and Naumann, D. E.: Ibid. 76:308, —_ 
8. Cronk, G. A., and Naumann, D. E.: J. Lab. & Clin. Med. 53:888, 1959. 9. Davies, F. G.: , o, N. Y. Acad. Sci. 
76:129, 1958. 10. Dougherty, L. J., Seneca, H., and Lattimer, J. K.: Antibiotics Annual 1958-1959, p. 713. 11. ae 
A. H.: Am. Pract. & Digest Treat. 10:1165, 1959. 12. Finegold, S. M., et al.: a Annual 1958-1959, p. 606. 
13. Finegold, S. M., et al.: Ann. N. Y. Acad. Sci. 76:319, 1958. 14. Finland, M : Ibid. 76:391, 1958. 15. Finland, 
M.: ane Ss 209, 1958. 16. Fujii, R., et al.: J. Japan M. A. 39:740, 1968; abst. “World-Wide Abst. Gen. Med. 2: 28, 
1959. . Goureviteh, A., Hunt, G. A., and Lein, J.: Ant . & Chemo. 8: 149, 1958. 18. Gourevitch, A., et al.: Ann. 
N. Y. iene. Sci. 76:31, 1958. -19. Greey, P. H., and Wightman, K. R.: Ibid. 76:224, _ F ond Griffith, L. J., and 
Ostrander, W. E.: Ant. & Chemo. 9:416, 1959. 21. Hewitt, W. L., and Finegold, 8S. N. Y. Acad. Sci. 
76:122, 1958. 22. High, R. H., Sarria, A., and Huang, N. N.: Ibid. 76:289, 1958. 23. Hiveh, i. = ‘Sibley Mem. Hosp. 
Alumni Assn. Bull. 2:16, 1959. 24. Hunt, G. A., and Moses, "A. J.: Ann. N. Y. Acad. Sci. P wx 81, 1958. 25. ans 
J. K., Seneca, eg Zinsser, H. H. and Troc, O.: J.A.M.A. 170: — ae 26. Prigot, , Shidlovsky, B A., and 
Campbell, E. A.: Ann. N. ¥. Acad. Sci. 76:204, 1958. 27. Riley, H. D., Jr.: pets Bay Annual 1958-1959, p. 623. 
28. Ruiz Pog F., et al.: Ibid., p. 725. 29. Rutenburg, A. M., Ry ‘C. M., and Schweinburg, F. B.: Ann. N. Y. 
Acad. Sci. 76:348, 1958. 30. Slotkin, E. A.: Postgrad. Med. 25: 433, 1959. 31. Thurman, W. G., and Platou, R. V.: 
Ann. N. Y. Acad. Sci. 76:230, 1959. 32. Welch, H., et al.: Ibid. 76:66, 1958. 33. White, A., and Knight, V.: Ibid. 
76:277, 1958. 34. Yow, E. M.: Practitioner. 182: 759, 1959. 35. Yow, E. M., et al.: A.M.A. Arch. Int. Med. 102:948 
1958: Desmond, A and Nickey, L. N.: J. Ped. 54:409, 1959. 37. Yow, M. D., and Womack, G. K.: 
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New Enzyme-controlled 
antifungal therapy to meet 
the growing challenge of 


Monilial Vaginitis 


. IN PREGNANCY / IN DIABETES / AFTER ANTIBIOTIC THERAPY-Today, monilial 

| vaginitis is estimated to be a problem in at least 33 per cent of pregnant women 
and about 10 per cent of nonpregnant females!—a rapidly increasing incidence 
attributed partly to the widespread use of antibiotics. 


‘Vanay” Vaginal Cream broadens the scope of specific therapy: (1) “Vanay” 
insures a continuous therapeutic fungistatic effect without danger of local reaction; 
(2) in addition, ‘““Vanay” restores and maintains a physiologic pH and normal 
vaginal flora—reducing risk of reinfection. 


Effective response: Treatment was notably effective bis moniliasis, as confirmed 
by symptomatic relief and post-treatment smears, Assali reports.2 Marked clinical 
improvement was also noted in 154 of 206 patients, and in some cases symptoms 
subsided within a week of therapy.3 


Other advantages: No monilial resistance demonstrated* / prolonged duration 
of activity* / nonsensitizing / nonirritating / nonstaining / odorless. 


1 BRAND OF TRIACETIN IN NONLIQUEFYING BASE 
| Indications: specific in monilial 


UNIQUE ENZYME-CONTROLLED FUNGISTASIS WITHOUT IRRITATION** vaginitis...adjunctive in tricho- 
4 moniasis ... also valuable in non- 
pH must be restored and main- 
tained. 


Usual Dosage: 2to4 grams daily. 

_ Supplied: No. 204-250 mg. Glyc- 
eryl triacetate per gram in a non- 
liquefying base. Combination 
package: 1% oz. tube with 15 dis- 
posable applicators. 


ZONE OF 
CONTINUOUS ACTIVITY 


Esterase activity decreases and limits rate of release References: 1. Idson, B.: Drug & Cos- 
of free fatty acid which stops short of irritation level metic Industry 84:30 (Jan.) 1959. 
2. Assali, N. S.: Personal communica- 
tion. 3. Combined results of 18 clinical 
investigators, Medical Records, Ayerst 
Laboratories. 4. Kubista, R. A., 


Derse, P. H.: Antibiotics & Chemo- 


Je vest ermat. 
AYERST LABORATORIES } (May) 1957. 6. Knight, S. G.: Anti- 
New York 16, N.Y. - Montreal, Canada biotics & Chemotherapy 7:172 
5947 (Apr.) 1957. 
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To Insure Prompt, 
Effective Bowel Evacuation 
Dulcolax 


Dulcolax — in either tablet or 
suppository form — insures 
fle? bowel 


ork: ively by cont 
system sorption 


ts on the large bo} 


Is equally effective whethe 
ministered orally or by sup- 
pository. 

Dosage: Tablets—1 to 3 (usually 2) at bed- 
zs time for bowel movement the following 
sc x morning, or % hour before breakfast for a 
4 movement within six hours. Tablets are enteric 

coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories —1 at the time a bowel 
movement is required. 

Supplied: Dulcolax® (brand of bisacodyl). 
Yellow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative Geigy 


Ardsley, New York 
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A good day’s work without fear of angina 
...on Metamine* Sustained, b.i.d. 


This normally active angina patient who can do a 
satisfying day’s work without discomfort or the 
dread of a severe attack is typical of those con- 
trolled by METAMINE® SUSTAINED—aminotrate 
phosphate, 10 mg. (Leeming). A simple protective 
medication (1 tablet on arising and 1 before the 
evening meal), METAMINE SUSTAINED eliminates 
anginal episodes altogether, or greatly reduces their 
severity and frequency. Many patients refractory 
to other drugs of this type are aided by 
METAMINE SUSTAINED.? 


Moreover, relative freedom from side effects typical 
of many cardiac nitrates (headache, nausea, hypo- 


1. Eisfelder, H.W.: Case history 18/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


tension) permits angina-preventive medication with 
METAMINE SUSTAINED for indefinite periods. And, 
when you prescribe METAMINE SUSTAINED, b.i.d., 
your angina patient will need less nitroglycerin and 
thus remain fully responsive to this vital emer- 
gency medication. 

Supplied: bottles of 50 and 500 sustained-release tablets. 
Also: METAMINE (2 mg.); METAMINE (2 mg.) WITH 
BUTABARBITAL (14 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 mg.) 
SUSTAINED WITH RESERPINE (0.1 mg.). 


That. Looming Cone. New York 17. 
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A FULL RANGE OF DIETARY AND THERAPEUTIC SUPPORT FOR OLDER PATIENTS . 


B-COMPLEX VITAMINS Thiamine Mononitrate, 5 mg.; Riboflavin, 5 mg.; Pyridoxine Hydrochioride, 1 mg.; Nicotinamide, 20 mg.; Calcium Pantothenate, 5 mg. 

OIL SOLUBLE VITAMINS Vitamin A, 1.5 mg.(5000 units); Vitamin D, 12.5 meg.(500 units), Vitamin E, 10 Int. units 

HEMATOPOIETIC FACTORS Vitamin B,,, with Intrinsic Factor Concentrate, % U.S.P. Unit (oral); Ferrous Sulfate, U.S.P. (Elemental iron—15 mg) 75 mg.; Folic Acid, 0.25 mg. 
CAPILLARY STABILITY Ascorbic Acid, 50 mg.; Quertine® (Quercetin, Abbott), 12.5 mg. 

LIPOTROPIC FACTORS Betaine Hydrochloride, 50 mg.; Inositol, 50 mg. 

ANTI-DEPRESSANT Desoxyn® (Methamphetamine Hydrochloride, Abbott), 1 mg. assorT 
HORMONES Sulestrex” (Piperazine Estrone Sulfate, Abbott), 0.3 mg.; Methyltestosterone, 2.5 mg. 


GERIATRIC SUPPORTIVE FORMULA, ABBOTT 


STREAMLINED INTO THE SMALLEST TABLET BB OOF ITS KIND 
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FOR GREATER 
LATITUDE 
IN SOLVING 
THE PROBLEM 
HYPERTENSION 
WITHOUT 
SIGNIFICANT 


POTASSIUM 
DEPLETION 


NEW 


RAUTRAX, a combination of Raudixin with 
Ademol (fiumethiazidey—the new, safe nonmer- 
curial diuretic—controls all degrees of hyper- 
tension. Elimination of excess extracellular 
sodium and water is rapid and safe.'® Potas- 
sium loss is less than with other nonmercurial 
diuretics;'* and, in addition, Rautrax increases 
protection against potassium and chloride 
depletion during long-term management by 
including supplemental potassium chloride. 


The dependable diuretic action of Ademol 
rapidly controls the clinical and subclinical 
edema often associated with cardiovascular 
disease. And after Rautrax has normalized 
the fluid balance, the normal serum electro- 
lyte pattern is not altered appreciably by 
continued administration.* Ademol also 
potentiates the antihypertensive action of 
Raudixin.’ In this way a lower dose of each 
component controls hypertension effectively 
and safely .. . with fewer side effects. 


REFERENCES: 1. Montero, A. C.; Rochelle, J. B., Ill, 
and Ford, R.V.: New England J. Med 260:872 (April 23) 
1959. 2. Fuchs, M.; Bodi, T., and Moyer, J. H.: Am. 
J. Cardiol. 3:676 (May) 1959. 3. Fuchs, M., and others: 
Monographs on Therapy 4:43 (April) 1959. 4. Montero, 
A. C.; Rochelle, J. B., Ill, and Ford, R.V.: Am. Heart J. 
57:484 (April) 1959. 5. Rochelle, J. B., 111; Montero, 
A.C., and Ford, R, V.: Antibiotic Med. & Clin. Ther. 6:267 Squibb Quality— 

(May) 1959. LITERATURE AVAILABLE ON REQUEST the Priceless Ingredient 


RAUTRAX 


RAUDIXIN (Squibb standardized whole root Rauwolfia Serpentina) / ADEMOL (Squibb Flumethiazide) [Potassium CHLORIDE 


RAUDIXIN + ®,‘RAUTRAX’ AND ‘ADEMOL’ ARE SQUIBB TRADEMARKS 


regular RAMSES Diaphragm 


new RAMSES BENDEX 
Diaphragm 


cushioned comfort— 


how 


two ways 


The cushioned comfort and sensitivity built 
into both the regular RAMSES® Diaphragm 
and the new RAMSES BENDEX,® a bow-bend 
Diaphragm, contribute to the physical ease and 
emotional security that encourage patient 
cooperation. 

The regular RAMSES Diaphragm, suitable for 
most women, is distinguished by a soft cush- 
ioned rim and flexibility in all planes to permit 
complete freedom of motion. The complete unit 
—the new RAMSES “TUK-A-WAY”® Kit #701 with diaphragm, introducer and jelly, is attrac- 
tively packaged in a new zippered case which opens top and side. 

For those women who need a different type of diaphragm, the RAMSES BENDEX< is now avail- 
able, retaining all the desirable flexibility of RAMSES coil-spring construction. The bow-bend 
or arc-ing type of construction makes it especially suitable for the woman with structural abnor- 
malities such as cystocele or rectocele. No introducer is required. Further information about 
the new BENDEX may be obtained from your local Schmid representative. 


RAMSES Jelly,* uniquely suited for use with either type of RAMSES Diaphragm, further con- 
tributes to the patient’s comfort and protection by flowing freely over the rim and surface to 
lubricate the diaphragm, aid in insertion, and protect the patient for ten full hours. 


When you fit your patient with one of these RAMSES Diaphragms you are providing essential 
inner security. She is assured she can plan her family according to her wishes, safe in the 
knowledge that she is using not only the most reliable method—diaphragm and jelly, which 
reduces the likelihood of conception by at least 98 per cent'—but the most comfortable choice 
—RAMSES Diaphragm and Jelly. 

1. Tietze, C.: Proceedings, Third International Conference Planned Parenthood, 1953. 


ACL *Active agent, dodecaethyleneglycol monolaurate 5%, in a base of long-lasting barrier effectiveness. 
RAMSES, “‘TUK-A-WAY,”’ and BENDEX are registered trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 
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Blood pressure 
before Apresoline-Esidrix: 


Blood pressure 
after Apresoline-Esidrix: 


mm.Hg* 


Added benefits: Lowered dosage require- 
ments, fewer side effects « Improved renal 
blood flow « Relaxed cerebral vascular tone 
- Excellent diuresis in decompensated cases 


SUPPLIED: Apresoline-Esidrix Tablets (orange), each containing 25 mg. 
of Apresoline hydrochloride and 15 mg. of Esidrix; bottles of 100. 


2 Response of 56-year-old female patient noted in clinical report to CIBA. 
APRESOLINE® hydrochloride (hydralazine hydrochloride / ESIDRIX® (hydrochlorothiazide c1BA) 


Apr esoline -'sidrix | 


Combination Tablets 


POTENTIATED ANTIHYPERTENSIVE 
FOR ADVANCING HYPERTENSION [3 


SUMMIT, NEW JERSEY 


A-3! 


JOURNAL A.O.A., VOL. 59, NOV. 1959 


i 
| 
i 
| 
| 
; 
| 
- 
; 
| 
‘AY 
| 
| 
| 
2/2746 MK | : 
é 
ag 
HY 
ii} 
| 


now 


GENTIAN VIOLET 


VAGINAL TABLETS 


FOR VAGINAL 
MONILIASIS 


The Only 
Specific Antimycotic 
Vaginal Tablet With 
A Gel Forming Base 


A new vaginal therapy specifically designed to pro- 
duce unmatched and outstanding results. Methyl- 
rosaniline chloride (gentian violet) has generally 
proved the most effective and specific agent for 
the treatment of vaginal candidiasis caused by the 
fungus Candida. 

Hyva Gentian Violet Tablets virtually eliminate 
the principal disadvantages of present gentian 
violet preparations. They may be handled without 
staining and have psychological and aesthetic 
acceptance. 

Hyva combines the fungicidal action of gentian 
violet (1.0 mgm.) with three active surface reduc- 
ing agents and bactericides.* These active ingre- 
dients have been incorporated into a mildly 
effervescent “gel’’ forming base which provides 
for maximum and prolonged effectiveness. Shorter 
treatment time is required without the usual messi- 
ness normally experienced. 

One tablet intravaginally for 12 nights. When neces- 
sary one tablet twice daily may be recommended. 
Patient should take a Nylmerate Solution water douche 
on arising and preceding next tablet application. 
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White's 
Vitamin A and D 
Ointment 

clinically 

well established 

for its 
emollient-protective 
and 

healing actions is 
now also available 
with 0.5 per cent 
Prednisolone 

for its 

potent 
anti-inflammatory 
anti-pruritic 
actions 
and patient 
comfort. 


White’s Vitamin A and D Ointment 
with rednisolone 0.5 per CeNt 10. ana 25 Gm. tubes on prescription. 


White Laboratories, Inc. | 
Kenilworth, New Jersey 
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THE HOUSE-CALL ANTIBIOTIC 


= Reassuring wide range of action when culture and sensitivity tests are impractical 


= Effectiveness demonstrated by its use in more than 6,000,000 patients 
since introduction of original product (Signemycin®) 


COSA-SIGNEMYOIN 


Capsules Oral Suspension Pediatric Drops 
125 mg., 250 mg. raspberry flavored, 2 oz. bottle, 125 mg. raspberry flavored, 10 cc. bottle (with calibrated 
per teaspoonful (5 cc.) dropper), 5 mg. per drop (100 mg. per cc.) 


Bibliography and professional information booklet 
on COSA-SIGNEMYCIN available on request. 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


Pfizer) Science for the world’s well-being™ 
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with a one week course of daily injections 
Anergex—I ml. daily for 6 -8 days—usually provides prompt relief that persists for months. 


Anergex—a specially prepared botanical extract—is 
nonspecific in action; it suppresses allergic manifesta- 
tions regardless of the offending allergens. It is not a 
histamine antagonist, nor does it merely minimize 
the effects of a single allergen. 

Anergex eliminates skin testing, long drawn-out de- 
sensitization procedures, and special diets. It has been 


effective even in patients who failed to respond to 
other therapeutic measures. 


the new concept for the 


MULFORD COLLOID LABORATORIES 


Reports on over 3,000 patients have shown that 
over 70% derived marked benefit or complete relief 
following a single short course of Anergex injections. 
Effective in’ seasonal and nonseasonal rhinitis 
(pollens, dust, dander, molds, foods); allergic asthma; 
asthmatic bronchitis and eczema in children; food 
sensitivities, 

Available: Vials containing 8 ml.—one average treatment course. 

WRITE FOR REPRINTS AND LITERATURE 


PHILADELPHIA 4, PENNSYLVANIA 


Patent applied for 
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TO STOP DIARRHEA 


from all points... growing evidence favors 


FUROXONE 


brand of furazolidone 


= Pleasant-flavored Liguip, 50 mg. per 15 cc. (with kaolin and pectin) = Convenient TABLETs, 
100 mg. * Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


‘WIFT RELIEF OF SYMPTOMS 


NTROL OF “PROBLEM” PATHOGENS 
esistance develops to this wide-range bactericide) 


ELL TOLERATED, VIRTUALLY NONTOXIC 


Norma ALANCE OF INTESTINAL FLORA PRESERVED 
(no monilialfor staphylococcal overgrowth) 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 
fully controlled with FuRoxonE after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. Only 
FurROXxONE “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FUROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 
and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 
received it either prophylactically or therapeutically.” 

Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 
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ssive expectorant available, Rynatan Expectorant controls cough and bronchospasm, promotes = 
stained th eutic action for hour: with any side e 
dependent of intestinal motility, | siologic factors. The sympathomimetic amines. Ss 


delectable, chewable, chocolate-like vitamin-mineral nuggets 


No fights, no battles at vitamin time because children love to chew DELEcTAvITES. These delectable, 
easily chewable chocolate nuggets supply all essential vitamins as well as minerals so necessary during 
the years of growth. As soon as children can chew, they can go directly from vitamin drops to 
DELECTAVITES. Now your little patients will follow your instructions about taking vitamins daily. 


Each nugget contains: Vitamin A—5,000 Units* / Vitamin D—1,000 Units* / Vitamin C—75 mg. / Vitamin E—2 Unitst / Vitamin B,—2.5 mg. / Vitamin B.— 
2.5 mg./ Vitamin mg./ Vitamin Activity—3 mcg. / Panthenol—5 mg. / Nicotinamide—20 mg./Folic Acid—0.1 mg. Biotin—30 mcg. 
Rutin—12 mg. / Calcium Carbonate—125 mg. / Boron—0.1 mg. / Cobalt—0.1 mg. / Fluorine—0.1 mg. / lodine—0.2 mg. / Magnesium—3.0 mg. / Manganese 
—1.0 mg. / Molybdenum—1.0 mg. / Potassium—2.5 mg. —¢u.s.r. units tint. units 

dosage: one Delectavites daily. supply: Box of 30 (one month’s supply), Box of 90 (three months’ supply). 


write LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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Standard 
preoperative procedure 
to control bleeding 


SALICYLATE 


(Brand of carbazochrome salicylate) 


Proven effective by 
over four years of clinical use, 
millions of doses 


In hemostasis blood clotting is only 
one factor. Restoration of ca 

integrity is of primary import- 
ance.'* Adrenosem controls bleed- 
ing and oozing by decreasing exces- 


OPERATING ROOM 


Surgical Use 
Adrenosem is recommended pre- 
operatively where bleeding presents 
oe roblem. Minimal bleeding pro- 
es a clearer operative field and 
ve Postoperativel e need 


Medical Use 

Adrenosem is an effective hemostatic 
where vascular anomalies exist, such 
as telangi , purpuras, epistaxis, 
and others.!* 6.9-11,27-29 At recom- 


SN mended dosage levels there are no 
contraindications. 


Supplied: Ampuls, 1 cc., 5 mg.; 
Tablets, 1 and 2.5 mg.; Syrup, ea 

5 cc., 2.5 mg. Potency of all dosage 
forms is stated in terms of the active 
ingredient, adrenochrome mono- 


semicarbazone. 
Write iptive literature and 
bes for descriptive dosage 


*U. S. Pat. 2581850, 2506294 


THE S. E. COMPANY 
“a BRISTOL, TENNESSEE » NEW YORK « KANSAS CITY » SAN FRANCISCO 
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SALICYLATE 
(Brand of carbazochrome salicylate) 


effective in more than 


200 clinical disorders 


Adrenosem has proved effective, both prophylactically 
and therapeutically, in numerous operative. procedures 
and pathological conditions. Following is a partial 

list of the many indications for Adrenosem. 


tonsillectomy adenoidectomy pharyngectomy  mastoidectomy masten 


toplasty myectomy myoplasty septectomy turbinectomy rhinoplasty laryngectomy epigiottide 
y pneumonectomy pleurectomy erica 


heotomy bronchotomy tracheoplasty tracheost 


‘diorrhaphy pericardiorrhaphy splenectomy@ atoplasty Gheiloplasty uvulectomy 
soplasty esophagectomy gastrectomy entéroto 

tectomy vulvectomy hysterectomy oopim 


hy cholecystectomy hernioplasty rotomy prost 
@ermabrasion gastrointestinal bleeding 


proctectomy proctopexy sphincterotomy 


jaract extraction skin grafts 
ling epistaxis metrorrhagia cee! antepartum and postpartum bigs 


1. Roskam, J: Arrest of Bleeding, Charles C 11. Peete, J. C: Control of Hemorrhage from 21. Resi, H. Bs 


Thomas, Springfield, li. (1954). f the Nose ond Throat, Med. Times 86:1228 Ecchymosis, The Am. J. of 96.751 
2. Deroveux, G. ond Roskom, Adrenaline, 1958). 

Adrenaione, and Meon Bleeding Time, J. 12. Brode, H, A. ond Chionese, T. C.; A Ciinicol 2. Brown, W. S.: Control of 

Physiol. 90:65 (1937). of Med. 57:470 (Apr., 
3. Sherber, D. A: The Control of Bleeding, Dentistry 15:56 (Sept, 

ey 1953). 13. Owings, C The Control! of Post- 3. Coyle, J. of Blood and Vas- 
K As ¥ teat tor 65:21 Van, 1955). 

K. Ax asin Venom as Test scope 65: Adenoidal 10: 
Susceptibility to Petechicl Formation in the 14, Perkins, E. A Clinical Investigation of 1029 (Oe 19570 

oncement of Science Solicylate, Med., Oral Control Bleeding in 

5. Pappenheimer, J. R: Passage of Molecules 10:230 (Mer., 1957). Presented before the Texas Med. 
Co Wolls, Physiol. Rev. 33:367 15. Zubleta, C. 8. Esconaverino, Society, Surgical Section (Jon., 1956). 
— Adrenosem for the Prevention of Bleeding in 25. Keeney, A. H. ond Mody, M. V: Adrencsem 
é. ala, J. Cx The Use of the Tonsillectomy, Am. Practitioner and Digest of \Carbazochrome) in Primary Glaucoma ond 
Hemostot Corborochrome » West. J. Treatment 8:385 (Mor., 1957). 
Surg., Obstet, and Gynec. 64:88 (Jon., 1956}. 16. Dennehy, P. J: The Core of the Prostatic 54:665 (Nov,, 1955). 
7. Kingsbury, 8. C., Jr. and Young, H. E: A Covity, S. Africon Med. J. 30:381 (Apr., 1956). 26. Proctor, D. F. and C. Ca Meed- 
Preliminary Report on Adrencsem 17. Eraner, M. S. and Lerner, SS: The Unsol- ing Tonsil and Operations, 
for Control of » 4. Colif. ved Problem of the Tonsils and Adenoids, The Otolaryngol. 
Dental Assn. ond Nev. Dental Assn. Med. Clinics of N. Amer. 40:1749 (Nov. 62:592 (July-Avg., 1958). 
31:163 (May-. 1955). 1956). Ry. 42 Control of 
8. Mou, A. As Control of in 18. Orzec, E: Medical Care of the Child Po- The Mendes Teor. 
Dental Surgery, Dental Survey 32:1622 tient Before and After Adencidectomy and Bul. 7 Von, 1958). 
1956). Te State J. Med. 56:886 28. Witkins, 
9. Peele, J. Cs Adrencsem in the Control of  (Mar., 1956) as Seen by the Proctologist, J. A.M. A. 

Arch. Otolaryng. Systemic Hemostatic, Serg., Oral Med., Feinblott, T. Feinblett, H. M. and 
10. Peale, J. Further Observations on the ‘As Non durgies! Uses 


| 

uened abortion capillary hemorrhage hedulin, dicumerol or x-ray therapy 
‘puras telangiectasia subarachnoid hemorrhage ecchymosis 

BRISTOL, TENNESSEE * NEW YORK + KANSAS CITY + SAN FRANCISCO 

Cor. Med. J. 17:98 (Mar, 1956). Oral Med., Oral Path. 10:52 (Jan., 1957). 


Forms @ perfect arc—easy to insert...ideal for the normal and difticult-to-fit patient. 


Flexes in all planes—adapts readily to irregular contours of the vagina... 
assures optimal fit and comfort. 


Flexes in one plane—inserts easily, needs no introducer... 
light as a feather and white as snow. 
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Late evening dose doesn’t 
anterfere with sleep. 


Since Tenuate is free of CNS stimulation, it can be 
given in mid-evening, when TV snacks run up a 
high calorie count. Even doses given as late as 10 
p.m. will not intefere with sleep.* 

Tenuate cuts the urge to eat. So well, in fact, that 
weight loss on Tenuate averages over 1.5 lbs. a 
week. (see chart) 


Safe—Tenuate can be used 
even in overweight cardiacs 


or hypertensives. 
EKG studies substantiate Tenuate’s lack of appre- 
ciable CNS stimulation. No effect on heart rate, 


blood pressure, pulse or respiration is demonstra- 
ble. Thus Tenuate is particularly well suited for 
hypertensive and cardiac patients — those whose 
weight must come down. 


PROOF OF WEIGHT LOSS*~* 
In a series of 102 patients, the following weight losses were obtained: 


Lbs./Week Number of Patients % Patients 
0.1-0.9 23 22.54 
1.0-1.9 55 53.92 
2.0-2.9 22 21.56 
3.0-4.0 i 2 1.96 
102 PATIENTS 100% 


her 
weight 
th 
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Indications: The overweight patient, including adoles- 
cent, geriatric and gravid, as well as special risk situations 
— cardiac, hypertensive, diabetic. 


Dosage - One 25 mg. tablet one hour before meals. To con- 
trol nighttime hunger, an additional tablet may be taken in 
mid-evening without inducing insomnia. 


References: 1. Huels, G.: Mich. Acad. Gen, Prac. Sym- 
posium, Detroit, 1959. 2. Horwitz, S.: personal communica- 
tion. 3. Spielman, A. D.: Mich. Acad. Gen. Prac. Symposium, 
Detroit, 1959. 4. Ravetz, E.: Mich. Acad. Gen. Prac. Sym- 
posium, Detroit, 1959. 5. Decina, L. J.: Exper. Med. & Surg. 
in press. 6. Scanlan, J. S.: in press. 7. Kroetz and Storck: 
personal co ication. 8. Alfaro, R. D.; Gracanin, V., and 
Sehleuter, E.: to be published. 


TRADEMARK: “TENUATE 


THE WM. S. MERRELL COMPANY 
New York Cincinnati+* St. Thomas, Ontario 


(diethyl propion) 


ungel ontrol with 


TENUATE- Especially for late evening 
and “4th meal” eaters. Controls hunger with- 
out producing sleeplessness. 
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relieves pain more effectively 


than the analgesic components alone 


Effective analgesia plus safe relief of mild anxiety helps combat the pain- 


anxiety spiral. Darvo-Tran adds the tranquilizing effects of Ultran® to the 
established analgesic advantages of Darvon® and A.S.A.®. Clinical and pharma- 


cologic studies have shown that when pain is accompanied by anxiety, the 


Each Pulvule® Darvo-Tran provides: 


. 325 mg. 


addition of Ultran enhances and prolongs the analgesic effects of Darvon. 


32 mg. 


TO RAISE PAIN THRESHOLD 


150 mg. | TO RELIEVE ANXIETY 


Usual dosage: 1 or 2 Pulvules three or four times daily. 


Darvo-Tran does not require a narcotic prescription. 


Ultran® (phenaglycodol, Lilly) 
Darvon® (dextro propoxyphene hydrochloride, Lilly) 


A.S.A.® (acetylsalicylic acid, Lilly) 


Darvo-Tran™ (dextro propoxyphene and acetylsalicylic acid with phenaglycodol, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6G, 


INDIANA, U.S.A. 
920423 
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NOW 

new way 
to relueve pain 
and stiffness 
ain muscles 


and joints 


INDICATED IN: 


MUSCLE STIFFNESS 


LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


WHIPLASH INJURY 


BURSITIS 


SPRAINS 


TENOSYNOVITIS 


FIBROSITIS 


FIBROMYOSITIS 


LOW BACK PAIN 


DISC SYNDROME 


SPRAINED BACK 


“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 


i 


®@ Exhibits unusual analgesic properties, different from those 
of any other drug @™ Specific and superior in relief of SOMAtic pain 
@ Modifies central perception of pain without abolishing natural 


defense reflexes ™@ Relaxes abnormal tension of skeletal muscle 


N-isopropy!-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


™ More specific than salicylates ™ Less drastic than steroids 


™ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMa is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with any previously used analgesic, sedative or 


relaxant drug. 
SoA also relaxes muscle hypertonia, with its stresses on related joints, 


ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


easy To use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


suppuiep: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


Ww) WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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the first nitrofuran 
effective orally 
in systemic bacterial infections 


Effective clinically in upper respiratory infections, 
pneumonias, soft tissue infections, bacteremia/septicemia, 


osteomyelitis, wound infections and pyodermas. 


Effective in vitro against the following organisms (isolated from clinical 


infections listed above) : 

Organism Sensitive Resistant % Sensitive 
Staphylococci* 181 1 09.4 
Streptococci 65 GAS 

D. pneumoniae 14 0 100.0 
Coliforms 34 3 918 
Proteus 5 5 50.0 

A. aerogenes 8 0 100.0 
Ps. aeruginosa 5 4 55.5 


*Includes many strains resistant to antibiotics. 


As with all nitrofurans in years of extensive clinical use, there is little or no 
development of bacterial resistance with ALTAFUR. 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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1950. Kirby, W. M. M., J.A.MLA. 144:233-236, Sept. 16, 1950. Roth, 0.; Cavallaro, A. L.; Parrott, R. H. & Celentano, R., Arch. Int, Med. 86:498: 
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(7 ANEVISUIL in urinary 


and other bacterial infections 


most widely discussed 


—in more than 500 leading journals and standard texts 


most widely appreciated 
—by tens of thousands of physicians...specialists or in 
general practice 


most widely used 


—more than 3 billion tablets...enough to encircle 
the earth 


and where pain must be 
eliminated from the outset... 


Azo Gantrisin 


analgesic / antibacterial 
GANTRISIN® —brand of sulfisoxazole ROCHE® 


ROCHE 


A ROCHE LABORATORIES 
ed EA Division of Hoffmann-La Roche Inc + Nutley 10+ N.J. 
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LEDERLE INTRODUCES... 


greater antibiotic activity 


Milligram for Milligram, DECLOMYCIN exhibits 2 to 4 times the 
activity of tetracycline against susceptible organisms. (Activity level 
is the basis of comparison—not quantitative blood levels—since 

action upon pathogens is the ultimate value.*) Provides significantly 
higher serum activity level... 


with far less antibiotic intake 


DECLOMYCIN demonstrates the highest ratio of prolonged activity 
level to daily milligram intake of any known broad-spectrum 
antibiotic. Reduction of antibiotic intake reduces likelihood of 
adverse effect on intestinal mucosa or interaction with contents. 


unrelenting peak 
antimicrobial attack 


The DECLOMYCIN high activity level is uniquely constant throughout 
therapy. Eliminates peak-and-valley fluctuation, favoring continuous 
suppression. Achieved through remarkably greater stability in body 
fluids, resistance to degradation and a low rate of renal clearance. 


*Hirsch, H. A., and Finland, M.: 


New England J. Med. 260:108 
(May 28) 1959. 
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antibiotic design 


plus 


“extra- 
59 


day 


DECLOMYCIN maintains activity for 


A one to two days after discontinuance 

: activity of dosage. Features unusual security 
he against resurgence of primary infection 
e] FOR PROTECTION or secondary bacterial invasion— 
two factors often resembling a “resistance 

tly AGAINST problem”—enhancing the traditional 
RELAPSE advantages of tetracycline . . . for 


greater physician-patient benefit 


in the distinctive dry-filled, 
duotone capsule 


immediately available as: 
DECLOMYCIN Capsules, 150 mg., 
bottles of 16 and 100. Adult dosage: 
1 capsule four times daily. 


LEDERLE LABORATORIES 
a Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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THREE-LEVEL TREATMENT 
DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 
including symptoms such as crying, 
lethargy, loss of appetite, insomnia 


RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 


RELIEVES ASSOCIATED 
PHYSICAL TENSION 
by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic System 


spinal cord 


benactyzine + meprobamate 


= confirmed efficacy ‘ 
= documented safety 


SUPPLIED: Bottles of 50 light-pink, scored tablets 
COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


(ff) WALLACE LABORATORIES « New Brunswick, N. J. 
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_—Neo-Synephrine HCI, 5 mg. 
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150 mg. 
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—Thenfadil® HCI, 7 
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Acetaminophen 
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Adul 


times da 


ly. 
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* neuroleptic— 


“The term ‘neuroleptic’ im- 
plies a specific effect of a phar- 


macologic agent on the nervous 


system. It refers to a mode of | 


action on affective tension that 
distinguishes this response from 
that to hypnotic drugs. The 
terms ‘ataraxics’ and ‘tranquil- 


_izers’ are descriptively impres- 


sive, but fail to convey what 
seems psychopharmacologically 


unique.”’} 


the premise 


Emotional tension states, psychosomatic disorders and similar neu- 
roses constitute a major portion of the clinical’ conditions seen today 
in everyday office practice. Whether the emotional stress is in the 
form of a behavioral disturbance characterized by anxiety, anxiety 
accompanying specific organic disorders or chronic conditions in 
which anxiety is a contributing factor, the aim in therapy is the 
same: to alleviate emotional stress and enable the patient to cope 
with life’s problems more effectively and to live more comfortably. 


The choice of an agent to overcome the patient's particular “target 
symptoms” of emotional stress, without impairing alertness or 
productivity, or producing undesirable reactions, is often a diffi- 
cult and haphazard task. Yet, one may be guided by the fact that 
there is a correlation between the dosage of a phenothiazine 
derivative and the frequency and the type of side effects it causes, 
the less of the drug needed to achieve therapeutic results, the less 
likely are side effects. Thus, the lower the effective dosage of a 
phenothiazine derivative, the lower the incidence of unwanted 
side reactions and, conversely, the higher the level of thera- 
peutic response. 

Now, with Peririt, the physician may prescribe a neuroleptic 
anti-anxiety agent of extraordinary potency and effectiveness, at 
unprecedented low dosage, with minimal side effects—features that 
markedly distinguish this compound from other anti-anxiety agents... 


the promise 


Extensive clinical studies have established important psychophar- 
macologic advantages for Permitiv. The effective dosage of Permrtit 
(0.25 mg. b.i.d.) is the lowest safe dosage of any anti-anxiety 
agent. Side effects associated with dosage not exceeding 1 mg. per 
day have been uncommon and transitory. 


Unlike other phenothiazines, Permitit alleviates symptoms of 
anxiety, tension, agitation and emotional unrest without depres- 
sant effect, impaired alertness or slowed intellectual function. 


Furthermore, anxiety-induced symptoms of apathy, indifference, 
listlessness, reduced initiative and chronic emotional fatigue (often 
refractory to other phenothiazines) frequently respond to admini- 


“stration of Permitit. Thus, a significantly wider spectrum of 


“target symptoms” amenable to therapy is an outstanding property 
of PERMITIL. 


- Onset of action with Permrti. is rapid and patients soon become . 


more relaxed and less tense. The patient regains a more confident 
outlook and normal drive is restored. 


Permitit has an inherently long duration of effect. This makes 
possible a particularly convenient and easy-to-remember schedule 
of morning and evening dosage. 

The promise of Permrtit in everyday office practice, then, is the 
more effective control of the “target symptoms” of emotional stress 
with the lowest safe dosage of any anti-anxiety agent. 
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to fit the promese to your office practice 


“The pharmacologic management of psychiatric disorders challenges the thera- 
peutic acumen of the physician. He must choose a drug which will produce remis- 
sion as quickly as possible with the least risk.’’? In this regard, PERMITIL represents 
an advance over its predecessors? because of its higher level of therapeutic response 
and low order of side reactions. 


The adjunctive use of Permitit by the family physician enables him to provide 

effective pharmacotherapy for many of the emotional symptoms which constitute 

a major portion of patient disability in everyday office practice. 

The Areas of Usefulness for PERMITIL: 

= Behavioral disturbances characterized by anxiety, tension, apprehension and 
instability, as well as depressive symptoms associated with anxiety states 

= Emotional stress accompanying organic disorders and complicating recovery 
from, or acceptance of, the underlying condition 

= Chronic disorders in which anxiety and stress are contributing factors, e.g., 
gastrointestinal dysfunctions, neurodermatitis, asthma, premenstrual tension, 
arthritis, hypertension and tension headache 


How to Prescribe PERMITIL: 

PeRMITIL has an inherently long duration of effect so that it need be given only 
twice a day making possible an easy-to-remember morning and evening dosage 
program. The lowest dose of Permitix that will produce the desired clinical effect 
should be used. 

The recommended dose for most adults is one 0.25 mg. tablet twice a day 
This may be increased to two 0.25 mg. tablets twice a day if required. Total daily 
dosage in excess of 1 mg. should be employed only in patients with relatively severe 
symptoms who have had a trial of lower dosages first that were well tolerated but 
were only partially effective. In such patients, the total daily dose may be increased 
to a maximum of 2 mg., given in divided amounts. (Dosage for children has not 
been established.) 


Side Effects—Infrequent; Contraindications—Minimal: 

At the recommended dosage of PERMiTIL, side effects have been observed infre- 
quently or not at all. PERMITIL, as with other phenothiazines, is contraindicated 
in severely depressed states. 

Available in Tablets of 0.25 mg.; bottles of 50 and 500. 


References: 1. Freyhan, F. A.: Psychopharmacology Frontiers, Boston, Little, Brown and Co., 1959, 
p- 7. 2. Ayd, F. J.: The current status of major tranquilizers, in press. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 


in eight years Novahistine hasn’t cured a single cold—but it has brought 


prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. « For long-lasting ‘‘Novahistine Effect’’ 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet 
contains phenylephrine HCl, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


aa PITMAN-MOORE COMPANY Division of Allied Laboratories, inc. « Indianapolis 6, Indiana 
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IMAGINE STOPPING A GIANT PLANE 


TRAVELING AT 300 MILES AN HOUR, 
IN ITS OWN LENGTH 


y NEW 
unique action of 
traps, 

“freezes,” 


immobilizes sperm 


within '/, second 
of contact 


w before traveling 
20 microns 
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These pictures demonstrate the potent spermicidal action of the 
IMMOLIN Vaginal Cream-Jel matrix as a viable sperm “freezes,” 
weakens and dies—within % second—before it has traveled 20 
microns. These photomicrographs, taken through a phase-contrast 
microscope and enlarged 600 times, are the first ever obtained of a 
single sperm. 

1. TRAPPED —This highly motile and viable sperm becomes nonrepro- 
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ductive the instant it contacts the outer edge of the IMMOLIN 


Cream-Jel matrix. 


2. WEAKENED — Devitalized, and no longer motile, the sperm swerves 
from its line of travel and is pulled aside by the spreading matrix. 

3. KILLED and BURIED — Motion stops, whiplash ceases as the sperm 
succumbs to the matrix. The dead sperm is trapped deep in the 


impenetrable IMMOLIN matrix. 


for use without diaphragm 


VAGINAL CREAM-JEL matrix 


SIMPLICITY, EFFECTIVENESS, DEPENDABIL- 
ITY—IMMOLIN Cream-Jel offers effective con- 
ception control to patients who want security 
without use of a diaphragm. Esthetically ele- 
gant, IMMOLIN Cream-Jel acts swiftly, gently 
and with finality. On contact with the matrix, 
spermatozoa are trapped and killed. 


EXTENSIVE 28-MONTH CLINICAL STUDY 
DEMONSTRATES EXTREMELY LOW PREG- 
NANCY RATE —A rate of 2.01 per hundred 
woman-years of exposure is reported' in 101 
fertile, married women relying exclusively on 
IMMOLIN Cream-Jel. There were no unplanned 
pregnancies among women using IMMOLIN 
Vaginal Cream-Jel for six months or longer. 
“This extremely low pregnancy rate indicates 
that Immolin cream-jel used without an occlu- 
sive device is an efficient and dependable 
contraceptive.” 


COMBINES BEST FEATURES OF CREAM AND 
JELLY—Snowy white, odorless IMMOLIN 


Cream-Jel combines the soft, pleasant emollience 
of a cream with-the smoothness of a jelly, yet mini- 
mizes overlubrication and leakage—increases “mo- 
tivation” to use faithfully. 


Supplied: #900 Pack- 
age—75 gram tube with 
improved measured 
dose applicator and at- 
tractive, zippered plas- 
tic case. 


#905 Package — 
75 gram tube only. 


1. Goldstein, L. Z.: Obst. & 
Gynec. 10:133 (Aug.) 1957. 
Active ingredients: Methoxy- 
polyoxyethyleneglycol 550 
laurate 5%, Nonylphenoxy- 
polyethoxyethano! 1%. 
IMMOLIN is a registered trade- 
mark of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 
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NEW EVIDENGE ANOTHER 
REASON FOR PRESCRIBING TAO 


UNIQUE “STARBURST” EFFECT: TAO 


The impression that Tao is an unusually active antibiotic has A a oY 
steadily gained recognition by impressive clinical performance. (fA, Yj, \ 


Now come reports of in vivo and in vitro biological and bio- FL 

chemical evaluations that show Tao to be indeed unique.!.2 Y /, \ ) 
Tao differs from other antibiotics in that it is metabolized to lf \ 
multiple active compounds which remain active throughout ) 

their presence in the body. There are 7 of these derivatives... 

and all 7 (in addition to Tao) show activity against common 

Gram-positive pathogens, including resistant strains of Staph. ; 

aureus. 


In light of these findings, take another look at Tao perform- 
ance: » 92% success in published cases of Gram-positive 
respiratory, skin, soft tissue and genitourinary infection + Ef- 
fective against 78% of 64 “antibiotic-resistant” epidemic 
staphylococci. (In the same study, chloramphenicol was active 
against 52%; erythromycin against only 25%)% + No side 
effects in 94%; infrequent reactions mild and easily reversed 
¢ Quickly absorbed « Highly palatable. 


Sound reasons to: Start with Tao to end 9 out of 10 common 
Gram-positive infections. 


Supplied: Tao Capsules — 250 mg., and 125 mg., bottles of 60. 
Tao for Oral Suspension — 125 mg. per tsp. (5 cc.) when re- 
constituted; unusually palatable cherry flavor; 60 cc. bottle. 
Prescription only. 


Other Tao forms available: Tao Pediatric Drops: flavorful, easy 
to administer. Tao®-AC: Tao analgesic, antihistaminic com- 
pound. Taomip®: Tao with triple sulfas. Intramuscular or Intra- 
venous: in clinical emergencies. Prescription only. 


1. English, A. R., and McBride, T. J.: Proc. Soc. Exper. Biol. & Med. 
100:880 (Apr.) 1959. 2.Celmer, W. D.: Antibiotics Annual 1958-1959, 
New York, Medical Encyclopedia, Inc., 1959, p. 277. 3. English, A. R., 
and Fink, F. C.: Antibiotics & Chemother. 8:420 (Aug.) 1958. 


of 

common 

Gram- (TRIACETYLOLEAN DOMYC IN) 

~ positive Capsules/Oral-S 
infections 


New York 17, N.Y. 
Division, Chas. Pfizer & Co:, inc; 
Science for the World's Well-Being 


: 
superior | 


selective peripheral action to relieve 
symptoms of arterial insufficiency'— 


intermittent claudication 

leg pain 

coldness and numbness of extremities 
in 

Arteriosclerosis Obliterans 

Diabetic Vascular Disease 

Buerger's Disease 


Thrombophlebitis Pleth' 


flow | 


NEW 


Pronounced vA-z LAN lsoxsuprine hydrochloride, Mead Johnson 


a myo- vascular relaxant 


brings blood to the deep tissues by 
direct action on the arterial wall’® 


with remarkable safety in recommended doses*”’ 

without adverse effects on coronary flow’? 

without troublesome hypotension or tachycardia’ ? 

without renal effects’? 

without increase in gastric acidity? 

without ganglionic blocking action’* 

without development of tolerance’ 76850 rd 


— 


Availability: VASODILAN Tablets, 10 mg., bottles of 100. VASODILAN Injection, Ampuls, 
2 cc. (6 mg./cc.), boxes of 6. 

Oral Dosage: 10 or 20 mg. (1 or 2 tablets) three or four times a day. For complete 
details on indications, dosage, administration and clinical background of VASODILAN, 
see the brochure on this product available on request from Mead Johnson and 
Company, Evansville 21, Indiana. 


References: (1) Kaindl, F.; Samuels, S. S.; Selman, D., and Shaftel, H.: Angiology 
70:185-192 (August) 1959. (2)Kaindl, F.; Partan, J., and Polsterer, P.: Wien. klin. Wehnschr. ie 
68:186, 1956. (3) Briicke, F., et al.: Wien. klin. Wchnschr. 68:183, 1956. (4) Nash, C. B.; aie. 
Drinnon, V., and Clark, B. B.; abstracted, Fed. Proc. 77:307 (March) 1958. (5) Singer, R.: 
Wien. med. Wchnschr. 707:734-736 (Sept.) 1957. (6) Dungan, K. W., and Lish, P. M.; 
abstracted, Fed. Proc. 77:365 (March) 1958. (7) Billiottet, J., and Ferrand, J.: Semaine 
méd. 34:636-637 (May) 1958. 


Plethysmographic tracing of toe showing increase in blood flow starting 10 minutes after injection of 10 mg. of VASODILAN. Increased 
flow maintained for one hour. (Plethysmographic basic line already established.) Courtesy S. S. Samuels, M. D., New York 


10 mg. VASODILAN : 


10 min. 


Mead Johnson 
Symbol of service in medicine 
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Before application of White’s Vitamin A & D 
Ointment—Typical diaper rash with excoriation 


Before application of White’s Vitamin A & D 
Ointment—Treatment-resistant varicose ulcer in 
elderly obese patient. 


Before applications of White’s Vitamin A & D 
Ointment — Severe pressure sore in area over 
greater tuberosity of femur. 


After application of White’s Vitamin A & D 
Ointment at every diaper change—Diaper rash 
has completely disappeared within one week. 


After daily treatment with White’s Vitamin A 
& D Ointment—Completely healed ulcer pho- 
tographed five weeks after the start of treat- 
ment with White’s Vitamin A & D Ointment. 


After daily treatment with White’s Vitamin A 
& D Ointment—The sore is now filled with 
granulation tissue and shows signs of re- 
epithelization at margins. 


Supplied in 1/2 and 4 oz. tubes; 1 tb. jars and 5 Ib. containers. 


WHITE LABORATORIES, INC., 


KENILWORTH, NEW JERSEY 


HEALS SOOTHES PROTECTS 7 
of skin. a 
a 
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For the 
first time... 


a dorso-lumbar 
support with 
single adjustment 
of shoulder straps 
in front to assure 
correct support 


It’s always been a problem for the 
patient to adjust satisfactorily the con- 
ventional dorso-lumbar support. In order 
to adjust shoulder straps at each side, 
the patient has to turn the shoulders out 
of normal position. This makes it diffi- 
cult to attain the optimum support for 
the upper back. 

Now Truform has the answer... 
shoulder straps that are tightened by a 
single adjustment in front, as shown in 
the drawing. No twisting and turning to 
each side. The patient’s shoulders stay 
in their normal position, the adjustment 
firmly maintains the desired corrective 
position. The tightened straps, which 
cross in the back, are then held securely 
in a simply designed “keeper” (shown 
in drawing). 

Greater height in the back, too, with 
two full-height steel stays to assure firm 


support. Comfortable adjustable under- NEW DORSO-LUMBAR SUPPORT 
arm pads .. . 3 pull-straps to adjust 
and distribute tension. Women's: sanders: 

HS full skirt (pictured 


Always look to Truform supports that above) and 1174-HS reg- 


are anatomically correct a era ic- ular length. Men's model 
y t and th peyive 417-HS regular length. 


ally sound . .. fitted with skillful knowledge Drewing skews single 


... available to you and your patients only adjustment of shoulder 
from the Ethical Appliance Dealer. wae in front, retained 
in “keeper”. 


anatomical su s 
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A PRODUCT OF CUTTER BLOOD FRACTIONS RESEARCH 


3 


“an ideal plasma substitute” * 
\ 
i 


| Piasmanate’ 
ADDS A BIG PLUS 

| IN EMERGENCY 
TRANSFUSIONS 

i 


@ heat treated against virus hepatitis e as reaction-free as normal serum albumin @ physiologic protein 
material of human origin @ virtually K-free, with Na and Cl content suitable for immediate infusion 
@ stable, free flowing, clear @ osmotically equivalent to plasma 


Plasmanate is a 5% solution of selected human plasma Available in 250 cc. “blood” bottles. A disposable injec- 
proteins with stabilizers in 0.67% saline solution. Highly tion set included, with filter and airway assembly. 
effective as a plasma expander Plasmanate is also valu- 


‘able as a source of protein. Medical experience indicates that viral agents present | 
in the original plasma should be inactivated by heat 

plasma protein treatment at 60°C for 10 hours. Since there is no known 

electrolytes per liter percentages method of proving presence or absence of hepatitis- 


88% producing viruses, no absolute statement can be made 
concerning their presence or absence from blood or 
plasma preparations. 


*Cock, T. C., et al.: California Med. 89:257, 1958. 


Sodium « « « 112 mEq. 
Chloride .... 50 mEq. Alpha globulin... 7% 
Potassium... 0.5 mEq.  Betaglobulin.... 5% 


Information on all 

Cutter Blood Fraction products 
available from your Cutter man 
or write to Dept, 7-3L 


CUTTER LABORATORIES ° Berkeley, California 
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OTTERBEIN DRESSLER, D.O., M.Sc., D.Sc., De- 
troit, Michigan 


Last July most unexpectedly, at least on my part, I 
was summoned to appear before your Board of 
Trustees then in closed executive session. It would 
be difficult to describe all the thoughts that crossed 
my mind. Your then president, with all the dignity 
at his command, announced that I had been com- 
missioned to be the Memorial Speaker for this year. 
I could not help but remember other Still Memorial 
Addresses and the speakers, all of them honored 
colleagues and many of them deep, close, personal 
friends. I was humbled. 

Time has honored a custom that learned societies 
present memorial addresses to commemorate those 
who have distinguished themselves in some par- 
ticular field. This represents one of the niceties of 
human society. There are two very basic reasons why 
it is right and proper for us, the American Osteo- 
pathic Association, to follow this custom with an 
Andrew Taylor Still Memorial Address. We, the 
osteopathic school of medicine, are representatives 
of one part of that noble triad of learned professions: 
medicine, theology, and law. The halo of medicine 
may have “slipped” just a bit, yet medicine remains 
more revered in the minds of men and is probably 
older than either of the other two. To say that 
Andrew Taylor Still distinguished himself in the field 
of osteopathic medicine would indeed be a master- 
piece of understatement. 

A critical analysis of various memorial addresses 
presented to various assemblages and under various 
circumstances, not unlike an analysis of commence- 
ment addresses, reveals some very disillusioning 
facets. Too frequently the speaker finds an opportu- 
nity to expound, to a more or less captive audience, 
upon some pet philosophic concept, some scientific 


®The Andrew Taylor Still Memorial Address, presented at the Sixty- 
Third Annual Convention of the American Osteopathic Association, 


Chicago, July 14, 1959. 
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contribution to medicine* 


OSTEOPATHIC ASSOCIATION 


Still’s greatest 


theory, or all too frequently some political position. 
Perhaps I will prove too naive, too unsophisticated, 
for I propose to reflect for these few brief moments 
upon the impact that I believe Still had and has 
had upon civilization, upon man, and upon medicine 
in particular. May I anticipate my conclusions by 
stating that I for one am persuaded that this impact 
has been truly phenomenal and that we daily sell 
our birthright and the honors due this synthetic 
thinker at a mighty low price. Still did not single- 
handedly, nor did any other individual singlehand- 
edly, create all the progress in medicine in the last 
century. Nor are all the accomplishments to be 
credited to physicians; indeed, many advances have 
been forced upon physicians by workers, objective 
scientists, in other correlated fields. Still did, how- 
ever, signal the great reform in medicine that has 
culminated in the more nearly biologic system of 
therapeutics which you and I and all mankind enjoy 
today. 

It’s the age that makes the man! No matter how 
deeply you may appreciate Shakespeare, no other 
age could have produced his genius except the latter 
sixteenth and early seventeenth centuries. No other 
set of circumstances would have created a Lincoln 
except that he lived in America, was born in the 
South, and was reared in the North, and in the 
nineteenth century. There had been rumblings of 
reform in medicine for several centuries, rumblings 
of a “breakaway” from empiric to biologic thera- 
peutics. Vesalius, Harvey, the Hunters, yes; and 
Boerhaave and Hahnemann all were great contrib- 
utors. By the middle of the nineteenth century the 
stage was set for a free thinker like Still to initiate 
the great reform in medicine—the great return to the 
philosophy of Hippocrates: “Consider the body as 
well as the disease.” It will not detract from the true 
greatness of Still to say that if he had not done it 
someone else would have; the time was ripe, but it 
is to his eternal glory that he did do it. Many an- 
other man, many of us, perhaps, may have great, 
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bold dreams; but to implement them—therein lies 
true greatness. A theologian once remarked, “It’s al- 
right to dream as long as you don’t go to sleep.” 

Some months ago it was my pleasure to be enter- 
tained at luncheon by the president of one of our 
great universities. I regret that only one other person 
was present to recall what transpired, for when the 
conversation came around to the osteopathic school 
of medicine, our host made this unprompted and 
spontaneous observation: “I marvel at the tremen- 
dous impact that your people have made upon soci- 
ety, particularly with such small numbers and in 
areas of such great antiquity, and in the face of the 
most unheard of organized opposition. Social changes 
transpire very slowly. This is a phenomenon un- 
paralleled in human relations.” If a number of ex- 
perts in specialized fields were to come into this 
building where we are meeting, or any other build- 
ing, it is likely that each would see it with a dif- 
ferent set of eyes: An architect might view its archi- 
tectural charm, or the opposite; a builder its bricks, 
stones, and mortar, and its construction; an interior 
decorator, its decor. Through what set of eyes had 
our host been viewing our profession? So far as I 
know his life-long field has been the humanities. 
Here was the point of view of a great scholar view- 
ing us very much frem the sidelines and I dare say 
quite objectively; I am sure he has had no close asso- 
ciation with our profession; indeed there is a strong 
allopathic school on his campus. 

In the Pennsylvania Dutch country of my origin, 
it is common to speak of “learning” someone some- 
thing; you “learn” someone this or “learn” him that. 
It is most unlikely that you can “learn” anyone any- 
thing! Those of us who have done much teaching, 
and all of us are teachers in some sense, have learned 
the hard lesson that it is even most unlikely that you 
can teach anyone anything. The greatest service that 
one can perform is to cause others to think in this or 
that direction. Was this not the technic originated 
by Socrates of old among the Athenians, and was it 
not for this that he was condemned to die? 

One outstanding educator of my acquaintance has 
preached the hard gospel that the objective of teach- 
ing is to change behavior; conversely, if you have not 
changed behavior you have not taught. This is a 
hard gospel indeed. Andrew Taylor Still accom- 
plished all these objectives with the establishment 
of the osteopathic school of medicine. That is why 
our host, the university president, was moved to 
marvel at “our impact upon society.” Our school of 
medicine has changed behavior. It created not only 
a change in thinking in medicine but has reversed 
completely the very foundations of medicine. 

There are those who scathingly state that we, the 
osteopathic physicians and surgeons, have become 
just like the “other doctors.” Nor is that all; many of 
our own people have said the same thing so often 
that they have come to believe it themselves. I 
say that we have not become like the other doctors; 
they have become like us. They too have come to 
embrace the principles upon which our school of 
medicine was founded. Take away these funda- 
mental principles and there would be very little left 
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of any rational school of medicine in this enlightened 
year 1959. 

It has been said that at its inception our school 
of medicine was opposed to the practices of the 
other schools of medicine but that now we no longer 
hold such opposition. This is only a half truth. Our 
people were opposed to the then-prevailing prac- 
tices of medicine and surgery; and I doubt that any 
doctor of any school of medicine in his right mind 
would now want to embrace the practices of medi- 
cine and surgery of the mid-nineteenth century. Who 
in his right mind would now embrace the principle 
of “laudable pus”? Who in his right mind would 
want to go to the operating table in-a plush coat 
smeared with blood and pus? Who in his right mind 
would now put his hand into the birth canal of the 
female dying of puerperal sepsis and then deliver 
another unsuspecting mother and consign her to cer- 
tain inevitable death? There was much cause for our 
school of medicine to be opposed to the then-pre- 
vailing practices of medicine. We are still opposed 
to those methods but we have been joined in this 
opposition by all the best doctors in the civilized 
world and all the great schools of medicine of all 
the great universities. Yes, there has been a reform 
in medicine. To say that we now hold no such oppo- 
sition is untrue for the simple reason that the other 
schools of medicine have become like us. We do find 
that since the other schools of medicine have adopted 
our principles and the biologic sciences have been 
allowed to advance, there are many areas of com- 
plete agreement in therapeutics. 

Many times I have made the following statements 
and they may be found in print in THE JouRNAL’ 
nearly 20 years ago, under the title of “The Birth- 
right of Osteopathy.” 

Since that June morning in 1874 when Dr. A. T. Still crys- 
tallized his philosophy of disease which he was pleased to call 
Osteopathy, radical changes have taken place in the healing 
art, changes as radical as were his thoughts of that day, 
changes that would have shocked the finer sensibilities of 
the conservative scientists of his time, yet changes that were 
the result of his thinking. The scientific foundations for the 
healing art have likewise altered immeasurably. Our knowl- 
edge has been expanded by discovery and elucidation. With 
this changed and changing scientific world it has become 


more and more evident that the prophetic philosophy of Still 
is to be established as scientific fact! 


Unfortunately our own people have been more 
responsible for the sale of our birthright than forces 
from without. This probably has been for the most 
part unpremeditated. In some instances it has been 
a manifestation of selfishness. A few of you may have 
been present some years ago in the State Capitol at 
Annapolis, Maryland, when I found myself pitted 
more or less singlehanded, against the American Col- 
lege of Surgeons, the Johns Hopkins University, and 
the University of Maryland as well as other strong 
allopathic organizations. I would hasten to say that 
I found these gentlemen most understanding and 
worthy adversaries. After I had explained the extent 
and the completeness of our school of medicine the 
opposition arose to a point of order. Said they, “your 
people came before this legislature some years ago 
and said all they wanted to do was to manipulate 
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the spine and cure all diseases that way.” Perhaps 


our people were talked into selling their birthright © 


and the birthright of all future generations for a 
temporary) personal advantage, for a few to be able 
to practice something. They probably thought they 


had made a good trade. 

In the same debate ‘at Annapolis the opposition 
confronted me with an editorial written by one of 
the leaders of our profession in one of our leading 
publications. I could not disown the publication and 
its wide circulation, and I could not disown this 
leader, a man held in highest esteem among us. Said 
the opposition, “Here we read that the practice of 
osteopathy is and should be manipulation of the 
spine. How do you support your position that you 
are a complete school of medicine?” Again, how 
could our people sell their birthright at so low a 
price? My rebuttal was simple, but most ineffective; 
I said, “Gentlemen, would you be interested to know 
that so far as I am able to determine, the author of 
that editorial limits his practice to major operative 
surgery!” If our school of medicine did not compre- 
hend the practice of surgery from its inception then 
why does the original charter of the original school 
include among its purposes, “to improve upon our 
system of surgery?” No, our position is unchanged 
but too many of us have lost sight of the great mag- 
nitude of the principles enunciated by Still. We have 
allowed someone outside of our ranks to tell us what 
we are and then we have been foolish enough to 
repeat it so many times that we have come to believe 
it ourselves. 

Some will say, It is easy for you younger folks to 
present these progressive views, but what about the 
old-timers? I appreciate the compliment but I must 
confess to having been associated with this school of 
medicine as student, as physician, as teacher, and as 
dean of one of its schools for more than half of the 
entire history of its colleges. Except for a greater 
knowledge of the history of medicine and a greater 
knowledge of medicine in general, my concept of the 
osteopathic school of medicine is the same as it was 
35 years ago when I entered an osteopathic school. 

How can we assay the true stature of a man and 
his work, his influence upon society? After many 
years have passed, much that went before can be 
forgotten; what is can too easily be taken for granted; 
what is right can be assumed to always have been 
recognized as such. Do we remember that a very 
daring man, an eccentric, a crank, once said he could 
stop a railroad train by the use of wind? How utterly 
absurd!—yet the development of the air brake made 
possible the speed of the express train and the heavy 
freight train. Do we remember that another ex- 
pressed the ridiculous conviction that the propeller 
obstructs the forward motion of the airplane and 
would have to be gotten rid of if planes were ever 
to fly fast and high? Another, against all prevailing 
opinion, said that the earth was round and not flat, 
and that one could go east by sailing west! Each of 
these represents a circumstance so familiar that we 
take them for granted and tend to forget what went 
before. To assay the true stature of a man and his 
work one must recast him in the time in which he 
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lived, to see what went before and after. This is just 
as true of Abraham Lincoln or Jesus of Nazareth. 
What were the prevailing beliefs and practices in 
medicine in the middle of the last century? What 
principles. did Still, in complete opposition to the 
prevailing opinion, eschew? I know of no other way 
to make a satisfactory evaluation. ; 
Just a year ago I had a small part in adopting 
resolutions for a restatement of the purposes of the 
American Osteopathic Association and thus of the 
osteopathic school of medicine. I fervently believe 
along with my colleagues that this restatement more 
nearly states the truth about our objectives than any 
other, that it states them more clearly, and that it 
is a more proper statement. It has been received in 
many ways and with varying interpretations. Some 
criticism has been vitriolic. In the public press there 
have been some statements that to many of us 
have appeared biased, slanted, scathing, or unfair. 
Whether they were or were not and whether or not 
they were intended to be unfair, is beside the point 
at the moment. However, I should like to lift some 
statements from one of these presentations; and I 
hasten to add that I am not lifting them out of 
context. This particular presentation? states that “Os- 
teopathy got its start in 1864.” This is not untrue in 
the sense presented in this particular article; how- 
ever, Still did state that his ideas crystallized in June 
of 1874. It might well have taken 10 years of search- 
ing, researching, and thinking to crystallize princi- 
ples. The point of importance is that, in the language 
of the courts, we are attempting to establish a date. 
Further, the same item states, “Physician Still pro- 
claimed, ‘I believe that the Maker of man has de- 
posited in the human body drugs in abundance to 
cure all infirmities. . . . All the remedies necessary 
to health are compounded within the human body.’ ” 
To paraphrase these statements of Still—with which, 
incidentally, we find no objection—the things neces- 
sary to cure disease are resident within the body; 
they are not foreign materials taken in from without. 
Or perhaps this is also paraphrasing Hippocrates of 
more than 2,000 years ago whose most accepted 
aphorism was, “Consider the body as well as the dis- 
ease.” This, in the public press of 1958, is a remark- 
ably good statement of the major premise of Still as 
early as 1874, June of that year by his own account. 
Not only was this his major premise but it was the 
very foundation of the osteopathic school of medi- 
cine. Herein lies the most profound, the most earth- 
shaking pronouncement in medicine in over 2,000 
years. Here is the birthright of our school of medi- 
cine that our people have so consistently denied. 
Here at once was the most diabolical, the most ab- 
surd, the most ridiculous, the most heretical state- 
ment in 1874, in complete defiance of all acceptable 
teaching in medicine. On one hand medicine was 
extending itself throughout the world, unearthing 
exotic herbs, extracting and preparing compounds 
which when taken into the body from without would 
cure disease; and here on the other hand was an 
eccentric who dared to oppose prevailing opinion 
with the absurd notion that the things necessary to 
cure disease are made within the body. Here was a 
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most dangerous individual who must be destroyed. 

It is not singular in the history of medicine for a 
man contending in opposition to prevailing opinion 
to be criticized, to be disowned, to be persecuted, to 
be destroyed. Was not this the story of Semmelweis? 
The persecutions of Louis Pasteur appear revolting 
to us in our time; in fact, one might be caused to 
wonder if the bacterial hypothesis would have 
achieved such ready acclaim if it had not been for 
the heroic efforts and powerful influence of Lord 
Lister. 

What has become of Still’s ridiculous theory of 
1874—that the things necessary to cure disease are 
resident within the body? Was it not about a decade 
later that Elie Metchnikoff proposed and established 
a cellular theory of immunity? Said Metchnikoff: 
In the body—resident within the body, manu- 
factured in the body—there are cells which are 
phagocytic with the power of engulfing bacteria and 
other noxious agents and destroying them. Does any 
one doubt this cellular hypothesis? If you go into 
any hospital in the world today, you will find people 
poring over microscopes counting these pesky little 
cells, so well is this theory accepted. 

Then about 20 years later Paul Ehrlich showed 
that in the body—resident within the body, manu- 
factured within the body—there are chemical agents 
that defend against disease: antitoxins, agglutinins, 
and precipitins. Does any one doubt these things 
today? So well accepted is this theory that you would 
not send a child to school without first being sure 
that he has enough of the antitoxin against diph- 
theria in his body. Where did he get it? Why, he 
made it in his own body, and we have found that 
we can enhance this manufacture of antibodies by 
artificial inoculation: by immunization. I say to you 
that any time any doctor immunizes a patient—when 
he uses antitoxins, serums, vaccines, transfusions, 
hormones—he is practicing osteopathic medicine. 
This is one of the principles upon which our school 
of medicine was founded: The things necessary to 
cure disease are resident within the body. 

Still in founding the osteopathic school of medi- 
cine presented four theories. We have explored only 
one of these here very briefly; the other three would 
be equally productive if we were to explore them. 
Still said we must improve upon our system of sur- 
gery. Most of us are appalled when we study the 
practice of surgery of Still's day. The improvements 
in our system of surgery continue to amaze the most 
lethargic of us. Still said that he was opposed to in- 
ternal medication as a curative means—he did not 
say that he was going to build a drugless school of 
medicine. There is no reputable school of medicine 
anywhere that teaches that any drug cures anything. 
Drugs are used for the same purposes in other schools 
of medicine as in our own: for their pharmacody- 
namic effect. This is reasonable and rational. Still 
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said that manipulation is useful in the prevention and 
treatment of disease. Manipulation continues to be 
the most sought after therapeutic weapon in all 
schools of medicine; but manipulation is not the all 
of our school of medicine nor of any other rational 
school of medicine. 

Each of these theories of Still, each of these funda- 
mental principles of our school of medicine, is of 
great importance to you, to me, and to mankind. 
However, I adamantly contend that when Andrew 
Taylor Still, in 1874, in complete defiance of and in 
opposition to the prevailing teachings and practice 
of medicine, redirected man’s attention to the body 
as well as the disease, and stated that the things 
necessary to cure disease are resident within the 
body, he made the greatest, the most profound state- 
ment in medicine in over 2,000 years. Herein lies 
his greatest claim to immortality. 

Do you remember that, at the close of the Amer- 
ican revolution, a revolution against the divine right 
of kings, there were those, perhaps well motivated 
and perhaps not, who sought to put a crown upon 
the head of George Washington—in utter defiance 
of all he had fought for and all the blood and wealth 
that had been spilled to decide the cause? Does not 
Holy Writ detail how the throngs sought to force an 
earthly crown upon the head of Jesus of Nazareth, 
in what may have been innocent misunderstanding 
of all that he had been teaching? I submit to you 
that we can do a great man a great disservice when 
we seek to glorify the man rather than the teachings 
he has presented. Every day I practice the teachings 
of Pasteur—when I fail to do so I am in great danger 
of self-destruction—yet I do not worship Louis Pas- 
teur. All honor and glory to the memory of Andrew 
Taylor Still and his great contribution to civilization! 
—but we would be most unjust to him if we tried 
to perpetuate his name rather than the great ideas 
he presented. 

The time is ripe for all of us, of all schools of medi- 
cine, to reassay our purposes. What are the objec- 
tives of medicine? To cause man to live forever? 
Most certainly not. The objectives of medicine can- 
not and must not be just “cutting and sewing,” open- 
ing and closing bellies, prescribing pills and unctions, 
or manipulating spines. Our objective must be to try 
to cause man to live his natural life span, whatever 
that may prove to be, in health, in comfort, in happi- 
ness—at peace with himself, at peace with his neigh- 
bors, and at peace with his God. To these principles 
am I as a physician dedicated. May the Almighty 
Creator keep us steadfast in the determined pursuit 
of this the greatest adventure and calling permitted 


to man. 
126 West Grixdale 
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Fluid and electrolyte balance 
following gastric surgery* 


RICHARD M. COUCH, A.B., D.O., Largo, Florida 


Following gastric operations, parenteral or jejunal 
feedings are generally administered for 2 or 3 days, 
in conjunction with those given by nasogastric tube. 
This type of management requires knowledge of a 
method for determining the day-to-day fluid and 
electrolyte requirements of the postoperative patient. 
The effective application of such a method rests on 
the physician’s understanding of the metabolic as- 
pects of the problem of fluid and electrolyte balance, 
coupled with sound clinical judgment in evaluating 
the patient’s condition and planning the fluid ther- 
apy. 

Postgastrectomy fluid and electrolyte balance may 
be more easily and accurately controlled by a recent- 
ly developed method employing surface area, rather 
than body weight, as a criterion in the determination 
of normal maintenance requirements. Talbot, Craw- 
ford, and Butler’ have demonstrated that the basic 
requirements of fluids and electrolytes per unit of 
surface area remain constant in all age groups, 
whereas there is wide variation in requirements per 
unit of weight. The new method of evaluating fluid 
balance enables the surgeon to establish a postopera- 
tive fluid program that is safe and effective, without 
elaborate biochemical laboratory aids. 

The purpose of this paper is to review the meta- 
bolic aspects of fluid therapy and to describe and il- 
lustrate a technic for the care of patients following 
gastrectomy, with particular regard to their fluid 
and electrolyte needs. 


General considerations 


The importance of fluid and electrolyte bal- 
ance * The factors to be considered in postgastrecto- 
my patients are maintenance requirements of fluid, 
electrolytes, and nutrients, as well as concurrent 


*Submitted to the faculty of Philadelphia College of Osteopathy in par- 
tial fulfillment of the requirements for the degree of Master of Science. 
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losses of fluid and electrolytes caused mainly by 
gastric suction. In a critical analysis of 96 cases 
(both preoperative and postoperative) by Rice, 
Strickler, and Weckworth,” it was demonstrated that 
the methods now used do tend to move the patient 
toward nutritional balance. According to the same 
report, fluid and nitrogen needs have been more ac- 
curately computed than electrolyte needs. Further, 
the authors remind us of the cautions of Talbot, 
Crawford, and Butler,’ “who have indicated that the 
cybernetic mechanisms of the body will go a long 
way toward maintaining equilibrium if the body is 
offered reasonable quantities of nutrition, water, and 
electrolytes.” Abbott* estimated that 95 per cent of 
surgical patients are in fairly good nutritional states 
preoperatively and experience relatively uncompli- 
cated or so-called satisfactory postoperative courses. 
Most of these patients survive; the physician may be 
mistaken, however, if he assumes therefore that the 
treatment is correct. In many instances a standard 
type and quantity of parenteral feedings is used in 
the period between the time of the operation and the 
time when adequate oral feeding are begun. The 
impression is gained from some studies that the pa- 
tient who is maintained on an adequate intravenous 
feeding program until a good diet can be taken oral- 
ly is able to convalesce more rapidly and return to 
work sooner.’ In case a complication should arise 
the physician would presumably be better able to 
cope with the problem. 

The effects of inadequate parenteral feeding may 
be easily understood from a study (described by 
Abbott*) that was performed at the Peter Bent Brig- 
ham Hospital by Moore and his associates. A medi- 
cal student was given 2 liters of 5 per cent dextrose 
solution in water intravenously daily for 4 days. His 
caloric intake was approximately 400 calories daily, 
and the sodium, potassium, and chloride intake was 
zero. His daily deficits amounted to 6 to 8 grams of 
nitrogen and 30 to 60 mEq. of sodium, potassium, 
and chloride; total deficits were 35 grams of nitrogen 
and 150 to 250 mEq. of sodium, potassium, and 
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chloride. His weight loss was approximately 3.5 kg. 
or nearly 8 pounds. During the recovery period, 
which lasted 10 to 14 days, the metabolic deficits 
and weight loss were corrected by a daily intake of 
12.5 grams of nitrogen (equivalent to 75 grams of 
protein) and 80 to 100 mEq. of sodium, potassium, 
and chloride. This study demonstrates the antitheses 
of good parenteral feeding. It is hoped that few 
cases are managed in this fashion. 

The physician who is managing postoperative 
cases of this nature should have a knowledge of cer- 
tain facts relevant to the physiologic and metabolic 
response to surgery. Patients subjected to trauma or 
major surgical procedures frequently demonstrate 
decreases in volumes of urine, perspiration, and in- 
testinal juice, with associated changes in electrolytes. 
There is an increase in potassium content and de- 
crease in sodium chloride content; an elevation of 
temperature also occurs. These changes are related 
to increased excretion of corticoids and 17-keto- 
steroids. Sodium may be given, though not neces- 
sarily, immediately after the operation, and potas- 
sium may be required for a few days.‘ Abbott* states 
that failure to provide adequate amounts of fluids, 
electrolytes, and nutrients may well intensify the 
endocrine response to surgery. He states further that 
the metabolic changes that occur on the day of sur- 
gery and over the next 4 postoperative days are the 
most significant, since this represents the time dur- 
ing which the oral intake is often minimal or absent 
and when the effect of the operative trauma or stress 
would be maximal. Roberts® also points out that the 
greatest changes, from the standpoint of fluid and 
electrolyte balance, occur in the third to the fifth 
postoperative days. 

From this evidence it is clear that metabolic re- 
sponse to surgical trauma is a vital subject and one 
with which the physician, surgeon, or internist 
should be completely familiar. 


History, physical examination, and laboratory 
tests * A surgeon should know the clinical and lab- 
oratory methods of recognizing fluid and electrolyte 
abnormalities and be able to estimate deficits and 
select proper repair solutions.* A complete history 
and physical examination are mandatory in all cases. 
From the history the surgeon can estimate fluid and 
electrolyte loss (when not actually measured) 
through vomiting and diarrhea as well as in urine 
and perspiration. The figures for the quantities of 
fluids usually lost in 24 hours and the electrolyte 
content of these fluids are available in any text on 
the subject. In the physical examination, attention 
should be paid to the following: mucosal surfaces, 
blood pressure, weight, heart and lung sounds, re- 
flexes, respirations, muscle tonus, skin (texture, tur- 
gor, and moisture), breath odor, and fecal masses in 
the bowel. 

The laboratory tests are simply aids in diagnosis 
and are not a substitute for clinical acumen and a 
trained mind. The many tests available are well 
known. Laboratory tests should be selected on the 
basis of their practicality and specificity in relation 
to the patient being treated. 
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A recommended method of management ° As 
a basis for discussion and for purposes of evaluation 
and comparison, a hypothetical case is outlined ac- 
cording to recommendations made by Hardy.’ The 
patient has an obstruction at the gastric level and is 
to undergo an operation within 24 hours. The fluid 
requirements for 24-hour maintenance periods while 
using constant suction via Levin tube are as follows: 

Day before the operation: 1,500 cc. of 5 per cent 
glucose in 0.85 per cent sodium chloride solution, 
1,000 cc. of 5 per cent glucose in water with 6 grams 
of potassium chloride (80 mEq. potassium), and 500 
ce. of glucose in water. The total quantity, 3,000 cc., 
covers the usual losses and the gastric aspirate. The 
aspirate usually amounts to 500 to 1,000 cc. in a 24- 
hour period; loss from urine is 1,000 cc.; lungs, 500 
ce.; and perspiration and feces, 500 cc. 

Day of operation: In addition to the 500 to 1,000 
ce. of blood required to replace operative loss, 2,000 
ce. of 5 per cent glucose in water is usually ade- 
quate. Losses are estimated as: gastric aspirate, 300 
to 500 cc.; urine, 500 to 1,000 cc.; skin and lungs, 
1,000 cc. Oral intake is limited, to prevent lavage 
of electrolytes from the stomach. The Levin tube is 
periodically irrigated with 20 cc. of isotonic saline 
solution. The electrolyte loss from the gastric as- 
pirate may be estimated from the following figures, 
expressed in milliequivalents per liter: Sodium varies 
10 to 40 mEq., average 10 to 20 mEq.; potassium 
varies 10 to 40 mEq., average 10 to 20 mEq.; and 
chloride, 150 mEq. 

First postoperative day: 1,000 cc. of 5 per cent 
glucose in 0.85 per cent sodium chloride solution, 
1,000 cc. of 5 per cent glucose in 0.6 per cent potas- 
sium chloride (6 grams of potassium chloride or 80 
mEq. potassium), 500 cc. of 5 per cent glucose in 
water, and a volume of 0.85 per cent sodium chloride 
solution to make the total intake equal to drainage 
from all sources. 

Second postoperative day: oral intake of water 
and of broth, which is valuable for its content of 
sodium and potassium. The oral and intravenous in- 
take should equal 2,000 cc., using 0.85 per cent 
sodium chloride solution for any deficit. 

Third postoperative day: oral fluids, Jello, custard, 
and soups. 

Since a significant deficiency in potassium does 
not occur in a 3-day period, the potassium adminis- 
tered may be considered as prophylactic. 


Fluid therapy technics 


A method of determining fluid and electrolyte 
requirements ¢ Water and salt are excreted mostly 
by the kidneys, and since the glomerular filtration 
rate and maximum urine volume vary according to 
surface area of the body, fluid and electrolyte re- 
quirements are more accurately determined by meas- 
urement of surface area than by body weight. Fluid 
therapy based on such determinations is safe in the 
majority of cases and usually leads to effective con- 
trol of this aspect of metabolism in postoperative 
patients. Laboratory studies required are relatively 
very simple. The estimate of the surface area can be 


derived from body weight alone, according to the 
following formula:*® 


M? = VWt. (kg.)? X 0.1 


M? denotes square meters of surface area. Nomo- 
grams provide us with this figure when height and 
weight are known. The determination of the mainte- 
nance requirement of fluid per day is based on in- 
sensible fluid loss (skin and respiration) and excre- 
tion of urine, 500 ml./M? and 1,000 ml./M? respec- 
tively.*° Therefore, the maintenance requirement of 
fluid is 1,500 ml./M*/24 hours.*° Concurrent losses, 
such as occur in gastric suction or excessive perspira- 
tion, are replaced volume for volume with equivalent 
electrolyte content. Moderate and severe dehydra- 
tion states are treated with volumes of 2,400 ml./M? 
and 3,000 ml./M?, respectively, per 24-hour pe- 
riod.?1° 

The average maintenance requirement of electro- 
lytes per square meter of surface area in 24 hours is 
given as 50 to 70 mEq. for sodium, potassium, and 
chloride.’° LoPresti® cites the following figures: so- 
dium, 50 to 60 mEq.; potassium, 30 to 40 mEq.; and 
chloride, 30 to 40 mEq. Knowing the surface area 
expressed in square meters, it is a simple matter to 
calculate the maintenance requirement in a 24-hour 
period for the electrolytes sodium, potassium, and 
chloride. The other electrolytes, calcium, magne- 
sium, ammonium, and lactate, are supplied in what is 
considered adequate quantities in some of the more 
physiologic polyionic solutions. 


Determination of concurrent losses of fluid 
and electrolytes * Electrolytes are often lost in 
quantity, as in diarrhea, fistulas, drainage from ileos- 
tomy, and suction from any part of the gastrointes- 
tinal tract. It is important to measure the fluid quan- 
tity and estimate the electrolyte content of these 
losses. They may be termed concurrent losses.'° 

Gastric suction is commonly used following subto- 
tal gastrectomy. Several types and sizes of tubes are 
available, both single and double lumen types. Some 
of these are the Levin, Cantor, Abbott-Rawson, Ryle, 
and Miller-Abbott tubes. The purpose of intermit- 
tent or continuous suction is to prevent the accumu- 
lation of secretion at the gastric level, which occurs 
because of the temporary loss of peristalsis in the 
upper gastrointestinal tract. Cantor™ states that some 
surgeons advocate the use of 2.5 per cent saline solu- 
tion intravenously in the treatment of intestinal dis- 
tention, to increase intestinal motility. Cantor also 
cites Hughson and Scarff, and Schnohr. who report- 
ed that in their studies intravenous saline increased 
intestinal peristalsis. The end result of removing se- 
cretions is the protection of the anastomosis follow- 
ing resection of the stomach. 

In the presence of gastric suction, oral feedings 
would seem to be contraindicated. Kiefer’? states 
that oral alimentation should begin with water, tea, 
or clear liquids on the third or fourth postoperative 
day, so as not to endanger the anastomosis by too 
early feedings. Wilkinson** concurs in this opinion, 
suggesting 3 days as the minimum time that should 
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elapse before oral feedings are begun. He recom- 
mends that these first feedings consist of water and 
malted milk prepared with water, and that parenteral 
feeding be used during the first 3 days. Oral fluid 
intake in the presence of gastric suction serves only 
to wash out electrolytes. The problem of thirst may 
be controlled by allowing the patient to moisten his 
lips and mouth with a damp sponge. The suction 
holes of the gastric tube may be kept patent with 
occasional forceful instillation of measured quantities 
of isotonic saline solution. Concurrent electrolyte 
losses may be accurately estimated with the knowl- 
edge of the quantity of gastric aspirate and its elec- 
trolyte content. The total electrolyte requirement in 
a 24-hour period is the sum of the maintenance re- 
quirement and the expected concurrent loss. 


Case reports 


Thirteen cases of gastrectomy in which I partici- 
pated were reviewed for this study. In 10 of these 
cases both a surgeon and an internist took part, 
thereby affording somewhat different viewpoints on 
the postoperative management. 

The majority of the 13 patients were in the 40 to 
50 age range; 1 was 27 and 2 were past 65. The pre- 
operative diagnoses included ulcers in various forms, 
and 1 case each of pyloric obstruction, pancreatitis, 
and cholecystitis. In most cases the surgical proce- 
dure consisted of subtotal gastrectomy and gastro- 
jejunostomy. A Billroth II procedure with gastro- 
jejunostomy was carried out in 1 case. Billroth I 
with pylorectomy in another, and partial gastrectomy 
with end-to-end anastomosis in a third. There were 
3 deaths in the series, 1 resulting from pulmonary 
infarction and 2 from overwhelming toxemia, with 
infrahepatic abscess in 1 case and mesenteric throm- 
bosis in the other. 

Gastric suction was maintained by Levin tubes in 
6 cases and Abbott-Rawson tubes in 7. Where the 
Levin tube was used, fluids and electrolytes were 
administered intravenously and orally. Since the 
Abbott-Rawson tube has a double lumen, it was pos- 
sible to administer fluids directly to the jejunum (in- 
tra-alimentary drip feeding) in those cases, main- 
taining gastric suction at the same time. Fluid and 
electrolyte requirements were determined individ- 
ually on the basis of square meters of body surface, 
and fluid balance records were kept, beginning with 
the day of the operation and continuing until normal 
alimentation had been re-established. 

The daily fluid requirement was computed by 
adding the maintenance requirement (1,500 cc./M7?) 
and the concurrent loss. Table I shows the average 
losses in this series of patients. The usual loss via 


TABLE I-AVERAGE QUANTITIES OF GASTRIC ASPIRATE 
(24 HOURS) IN 13 POSTOPERATIVE PATIENTS 


Time Amount 


No. of cases 


Day of operation 500 cc. 9 
First postoperative day 800 cc. 1l 
Second postoperative day 1,100 cc. 9 
Third postoperative day 1,500 cc. 9 
Fourth postoperative day 1,000 cc. 5 
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gastric suction is 500 to 1,000 cc. in a 24-hour pe- 
riod.’ The daily electrolyte requirement was com- 
puted by addition of the maintenance requirement 
(50 mEq. of sodium, potassium, and chloride per 
square meter) and the concurrent loss. The concur- 
rent electrolyte loss was determined on each postop- 
erative day on the basis of only 50 per cent of the 
gastric aspirate, to account for the dilution factor 
resulting from oral fluid intake. The values used for 
the electrolyte content of gastric juice are composites 
of those given by Hardy,’ Cantor,’ and Luellen:" 
sodium, 50 mEq. per liter; potassium, 100 mEq. per 
liter; and chloride, 100 mEq. per liter. Multivitamin 
preparations were included in practically all the so- 
lutions. 

Osteopathic manipulative treatments were given 
on the average of twice daily to 12 of the 13 patients. 
Generalized muscular relaxation directed to the para- 
vertebral structures, particularly the splanchnic 
areas, was the form of treatment. Osteopathic ma- 
nipulative treatments are an adjunctive type of ther- 
apy as are parasympathomimetic drugs, but one 
which is especially important in aiding the body 
mechanisms to maintain homeostasis. 

Following are reports on 3 of the cases in this 
group: 

Case 1 * The patient was a white man, aged 51, 
who was admitted to the hospital with a ruptured 
peptic ulcer. He was 5 feet 8 inches tall and weighed 
120 pounds; the body surface area was calculated to 
be 1.64 square meters. Following the operation for 
subtotal gastrectomy and gastrojejunostomy the pa- 
tient was given nothing by mouth; intra-alimentary 
feeding was carried out by means of the Abbott- 
Rawson gastric tube. A special formula for the feed- 
ing was devised, consisting of 1,000 cc. of milk, 50 
grams of powdered milk, 60 grams of dextrose, 2 
eggs, and 3 cc. of a vitamin preparation (Vi-Syneral). 
The formula was administered in quantities of 50 cc. 
every 2 hours, followed by 25 cc. of normal saline 
through the suction side of the tube. Suction was 
applied for 30 minutes every 3 hours. On the third 
day after the operation the feedings were increased 
to 75 cc. and suction was discontinued. The patient 
died of pulmonary infarction on the fourth postop- 
erative day. 

Table II shows the amounts of fluids and electro- 
lytes required and the amounts administered in this 
case. 


TABLE II—FLUID AND ELECTROLYTE INTAKE IN CASE 1 


Fluids (cc.) Electrolytes (mEq. ) 
Day Required Administered Required Administered 
Na K Cl Na 
1 3,000 4,200 105 85 130 145 5 145 
2 3,000 2,500 100 84 120 294 8 312° 
3 3,600 4,100 105 85 130 198 4 205° 
4 4,000 5,225 115 8&7 150 198 4 205° 


*Electrolyte content of nutrient formula not included. 


Case 2 * The patient was a white woman 49 years 
old, weighing 155 pounds. Her height was 4 feet 11 
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inches. The admitting diagnosis was gastric uicer, 
for which a subtotal gastrectomy was carried out, 
with partial omentectomy and a Polya type of gas- 
trojejunostomy. Suction and feeding were handled 
by Abbott-Rawson tube. Her postoperative course 
was somewhat complicated by vomiting and by inci- 
sional drainage. 

The fluid and electrolyte regimen was based on a 
body surface area of 1.65 square meters, and as in 
the first case, the quantities administered were in 
excess of the basic amounts required except for po- 
tassium. In this case, the electrolytes and nutrients 
were contained in proprietary mixtures (Ionosol and 
Aminosol). In addition, oral intake of warm liquids 
and Jello was begun on the third postoperative day. 
The patient was discharged on the eleventh postop- 
erative day. Table III shows the complete fluid 
balance chart for this patient. 


TABLE III—FLUID BALANCE CHART IN CASE 2 


Intake (cc.) Output (cc. ) 
Day Solution 1.V.  Jejunal Oral Urinary Abbott- 
Rawson 
tube 
1 H.O, 5% glucose _—1,500 
Whole blood 1,000 150 
H.O, 5% glucose _ 1,000 225 
Total _ 3,500 375 
2 Normal saline, 
5% glucose 1,000 
Ionosol D-CM 1,000 225 
H.O, 5% glucose 1,000 150 
Total 3,000 375 
3 Normal saline, 
5% glucose 1,000 
Ionosol D-CM 1,000 1,000 
Aminosol, 5% dextrose 1,000 300 
Total 3,000 1,000 
4 Normal saline, 
5% glucose 1,000 850 400 
Ionosol D-CM, 
5% glucose 1,000 480 475 1,000 
240. N.M. 
Total 2,000 1,570 875 1,000 
5 Ionosol D-CM, 
5% glucose 1,000 180 400 600 
Aminosol, 
5% glucose 1,000 440 100 
180 250 
Total 2,000 800 750 
Tube 
removed 


Case 3 ¢ The patient was a white man, aged 48, © 


with duodenal ulcer. His height was 5 feet 10 inches, 
weight 195 pounds, and the body surface area was 
calculated to be 2.06 square meters. The operative 
procedures in this case were subtotal gastrectomy 


_ and a Hofmeister gastroenterostomy. The postopera- 


tive course was satisfactory and the patient was dis- 
charged on the tenth day. 

Since gastric suction in this case was carried out 
by means of a single-lumen Levin tube, oral fluids 
were begun on the day of the operation. Intravenous 
fluids and electrolytes were administered daily for 
4 days. During the first 24 hours after the operation, 


Postgastrectomy fluid and electrolyte 
balance may be more easily and 
accurately controlled by a recently 
developed method employing surface area, 
rather than body weight, as 
a criterion in the determination of 


normal maintenance requirements 


the intravenous fluids consisted of 500 cc. of water 
and 5 per cent dextrose, 500 cc. of whole blood, and 
2,000 cc. of Ringer’s solution and 5 per cent glucose. 
On the second day the intravenous fluids consisted 
of 500 cc. of Ringer’s solution and 5 per cent glucose, 
and 1,000 cc. of water and 5 per cent glucose. On 
the third day, all fluid administration was oral, and 
Jello, custard, and milk were added to the diet. The 
tube was removed at the end of the third day, be- 
cause of vomiting. On the fourth day an intravenous 
solution of water, 5 per cent glucose, and 5 per cent 
alcohol was given (1,000 cc. total), in addition to the 
oral intake. The total amount of fluids administered 
during the 4 days was somewhat less than the calcu- 
lated requirement; electrolytes totalled more than re- 
quired except for potassium. The gastric aspirate 
totalled 1,920 cc.; fluid output via the urinary tract 
was not consistently measured, but averaged about 


400 cc. per day. 


Discussion 


Fluid administration ¢ In the series of 13 cases 
the quantity of fluid administered daily could be 
considered adequate in nearly all instances. On oc- 
casion, when the gastric aspirate was of unusual 
quantity, the actual intake was much lower than the 
computed required amount. The daily quantities of 
sodium and chloride supplied postoperatively were 
adequate in practically all instances, even when the 
quantity of gastric aspirate was large. Conversely, 
the potassium ion was rarely supplied in adequate 
quantities postoperatively, especially on the first 
postoperative day; however, clinical evidence of hy- 
popotassemia was not detected. Cantor’! recom- 
mends the administration of 40 mEq. of potassium 
in a 24-hour period, with an additional 10 mEq. for 
each liter of fluid removed by suction. His criteria 
were rather lenient, in that as soon as any intake 
(oral, containing potassium) of any consequence was 
started, potassium intake was considered adequate. 
In all probability, if an accurate analysis were pos- 
sible, potassium intake would be found inadequate 
in nearly all cases for at least 3 to 5 days. 

In the series reported here, liquids by mouth in 
varying small quantities were begun as follows: on 
the day of the operation in 6 cases, first postoperative 
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day in 3, second postoperative day in 1; third post- 
operative day in 2, and fourth postoperative day in 
1. This earlier feeding schedule probably accounts 
for the larger than usual gastric aspirate on some 
days. A portion of the ingested fluid would imme- 
diately be aspirated on arrival at the gastric level, 
with continuous suction present. The large quantity 
might have been due in part also to incorrect man- 
agement of the gastric suction. 


Types of replacement fluids * Various types of 
solutions were utilized in the 13 cases, including 
whole blood and albumin, water and plain saline 
solutions (with carbohydrate), and the more com- 
plex electrolyte-containing mixtures such as Ringer's 
solution and Ionosol preparations. It is felt that 
stock solutions are completely adequate, particularly 
since ,their electrolyte content can be increased by 
the use of Ion-o-trate preparations when necessary. 
LoPresti® recommends an all-purpose solution (But- 
ler’s) containing per liter 40 mEq. of sodium, 35 
mEq. of potassium, 40 mEq. of chloride, 20 mEq. of 
lactate, and 15 mEq. of phosphate. Rice,’* on the 
basis of balance studies on 500 patients, recommends 
a basic polyionic mixture as the most logical electro- 
lyte solution for intravenous use. It contains 20.5 
mEq. of sodium, 15 mEq. of potassium, 20.5 mEq. of 
chloride, and 15 mEq. of phosphate. Rice states that 
calcium and magnesium could be added. 

It is not within the scope of this paper to discuss 
in detail the contraindications to certain types of 
parenteral solutions. Suffice it to say that renal func- 
tion must be confirmed before the administration of 
potassium is begun. Allen’® states that 40 to 50 mEq. 
of potassium is usually adequate in a 24-hour period, 
and he stresses the toxicity of excessive amounts of 
potassium. There is a tendency in parenteral therapy 
to partially correct any diagnosed excesses or deficits 
of fluid and electrolytes, to minimize overtreatment."* 
The rate of administration by the parenteral route is 
governed by the electrolyte content of the solution 
used, varying between 2 and 8 ml./M?/minute, with 
an average of 4 ml./M?/minute. 


Methods of fluid administration ¢ Following 
gastrectomy, fluids may be administered either par- 
enterally or by an intra-alimentary method in which 
a tube carries the fluids directly to the jejunum. An 
advantage of the parenteral route is rapid and com- 
plete absorption; a disadvantage is the necessity for 
at least one venous puncture daily. Venous cut- 
downs are hazardous, incurring a high incidence of 
phlebitis. The advantages of the intra-alimentary 
route have been summarized by Lee’? as follows: 
no overloading of the circulation; no risk of throm- 
bophlebitis, a more natural route for fluids, electro- 
lytes, and proteins (of particular value in providing 
adequate caloric intake); protection of the anastomo- 
sis; elimination of one tube to or into the patient; 
and return of gastric aspirate to the intestines, to con- 
serve electrolytes. He further points out that intes- 
tinal peristalsis is re-established 24 hours after the 
operation, as proved by the administration of dilute 
barium through the feeding tube and locating it in 
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the range of the distal ileum 4 hours later. Electro- 
lyte studies performed postoperatively indicated ade- 
quate absorption. Disadvantages of the jejunal feed- 
ing method have been pointed out: The jejunum 
is intolerant of food which has not been prepared 
in the stomach, and also, hypertonic solutions may 
cause pain and diarrhea. These effects were not not- 
ed in the series of cases reported here. 

In 6 of the 13 cases in this study the single-lumen 
Levin tube was used for gastric suction; in 7 cases 
the double-lumen Abbott-Rawson tube was used, and 
intra-alimentary drip feeding (jejunoclysis) was suc- 
cessfully carried out in these cases. The routine use 
of a two-lumen nasogastric tube seems advisable for 
two reasons: provision of gastric suction if needed, 
and provision of a more physiologic method of feed- 
ing than the intravenous method. Continuous suction 
may be maintained at the gastric level and jejunal 
feedings administered at the same time; if necessary, 
suction may be applied at both levels. 


Gastric suction * There are some who feel that a 
nasogastric tube should be used only for such prob- 
lems as a mechanical obstruction or an adynamic 
ileus, and not routinely after abdominal surgery. In 
support of this view, Sprong and Pollock'® report 
that intubation was necessary in only 26 (31 per 
cent) of 83 gastrectomies they reviewed. Lundmark, 
discussing Sprong’s paper, reported using intubation 
in 3 of 82 gastrectomies. Joergenson, the second 
discussant, recommended that oral feeding be start- 
ed only when peristalsis has returned. Favorable 
results from temporary gastrostomy in 150 cases were 
reported by Farris, the third discussant. Wilkinson’® 
reports 17 cases of gastric surgery in which gastric 
suction was used hourly for 24 hours or more. The 
patients were not given transfusions or intravenous 
feedings postoperatively. They were given 30 ml. of 
water to drink every hour for 48 to 72 hours, 60 ml. 
of milk, water, or other liquid from 72 to 96 hours, 
and a light diet thereafter. The patients were allowed 
to wash their mouths with water during the first 48 
hours to relieve their intense thirst. All of these pa- 
tients had a routine convalescence without compli- 
cations. 


Most surgical patients are in fairly good 
nutritional states preoperatively 
and experience relatively uncomplicated 
postoperative courses. Most of 
these patients survive; the physician 
may be mistaken, however, if 
he assumes therefore that 
the “standard” treatment is correct™ 
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Nutrition * The provision of adequate nutrition 
constitutes a major problem in parenteral feeding 
programs. Carbohydrate, protein, fat, and vitamins 
should be provided in adequate quantities. Calories 
are necessary to prevent ketosis and decrease endog- 
enous protein metabolism. The average require- 
ment of carbohydrate per square meter of surface 
area in each 24-hour period is given as 60 to 70 
grams.” Hoffman*® reports that the basal dietary 
caloric requirement is 30 to 40 calories per kilogram 
of body weight. Carbohydrate has two main func- 
tions: to provide calories, and to spare proteins. 
Levine*' states that 2 to 3 liters of a 10 per cent solu- 
tion will provide almost enough calories. Infusions 
of carbohydrate (glucose) apparently cause a de- 
crease of extracellular potassium; one must watch for 
the clinical picture of this condition. Levine points 
out that his choice of carbohydrate is glucose, and 
that there is little or no advantage in using others 
such as fructose or invert sugar. Studies?? have 
shown that the type of hexose (dextrose, fructose) 
had little if any effect on sodium, potassium, or water 
excreted in urine, with the infusions (one liter) given 
in 2% to 3% hours. The diuretic effect seemed slightly 
less marked using dextrose and invert sugar. 

Protein, in the form of protein hydrolysate, is avail- 
able for parenteral administration. Protein is neces- 
sary to prevent or minimize nitrogen wasting and 
weight loss. Abbott*® cites the work of Calloway and 
Spector, who reported that after the ingestion of 400 
to 500 protein-free calories, the giving of additional 
calories without nitrogen failed to alter or influence 
the extent. of the nitrogen deficit. 

Emulsions containing 15 per cent fat are being 
used (mostly experimentally) which provide 1,600 
to 1,700 calories per liter. It is because of their high 
caloric content that solutions of fats are highly de- 
sirable. By using radioactive materials, it has been 
proved that fat given intravenously is utilized for 
caloric purposes.° However, technical difficulties 
have so far limited their use. Vitamins may be pro- 
vided by the parenteral route, using one of the many 
multivitamin preparations. Some authors, however, 
feel that vitamins are used wastefully, and are prob- 
ably not needed when parenteral feeding is used for 
only 1 or 2 days.?* When the intravenous route is 


used for 3 to 5 days, thiamine, vitamin C, and the. 


B-complex vitamins should be given. Only an ade- 
quate oral diet will supply the complete vitamin 
requirement. 

Some of the reasons for maintaining an adequate 
caloric intake have been indicated. Abbott* points 
out that it is rare for patients to take more than 800 
to 1,400 calories a day following a major abdominal 
procedure. Rice’ states that optimum benefits are 
derived when parenteral solutions are 48 per cent 
carbohydrate, 24 per cent amino acids, and 28 per 


cent free alcohol calories, thus providing 1,000 cal-— 


ories per liter. Adding 75 cc. of alcohol (absolute or 
ethyl) to any of the amino acid sugar mixtures 
(Aminosol, 5 per cent, with fructose, 10 per cent) 
will provide such a solution. The administration of 
at least a portion of the caloric requirement by the 
intra-alimentary route would seem worth while. Lee*’ 
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fed his patients a protein substance (Casilan) by the 
intra-alimentary route, immediately after the opera- 
tion. A quantity of 60 grams may be given in a 24- 
hour period. Other protein substances such as 
Meritine and Sustagen may be used, as well as non- 
proprietary mixtures such as were used in Case l. 
Holliday and Segar** have suggested a method of 
total management on the basis of caloric expendi- 
ture. The caloric requirement is computed using the 
weight of the individual and the following formula: 
weight, 0 to 10 kg., caloric expenditure 100 cal./kg./ 
24-hour period; 10 to 20 kg., caloric expenditure is 
1,000 calories plus 50 cal./kg. for each kg. of body 
weight over 10 kg.; over 20 kg., caloric expenditure 
is 1,500 calories plus 20 cal./kg. for each kg. over 
20 kg. 

The maintenance requirement of water depends on 
the insensible and renal losses: insensible loss, 50 
ce./100 cal./24-hour period; renal loss, 66.7 cc./100 
cal./24-hour period; total requirement, 116.7 cc/100 
cal./24-hour period. The water of oxidation supplies 
approximately 16.7 cc./100 cal./24-hour period; 
therefore, 100 cc./100 cal./24-hour period must be 
supplied to meet the water losses of the patient on 
parenteral therapy. The maintenance requirement of 
electrolytes are: sodium, 3.0 mEq.; potassium, 2.0 
mEq.; and chloride, 2.0 mEq., per 100 calories for a 
24-hour period. 


Summary and conclusions 


Maintaining or re-establishing fluid and electrolyte 
balance following gastrectomy is an important re- 
sponsibility of the surgeon. The most satisfactory 
method for calculating metabolic requirements is 
based on surface area of the body, rather than 
weight. Replacement of fluids by the parenteral 
route is customary, but intra-alimentary drip feeding 
(jejunoclysis) is gaining favor as a somewhat safer 
and more physiologic method. Of 13 cases reviewed, 
jejunal feeding had been successfully carried out in 
7. The quantities of fluid administered were consid- 
ered adequate in nearly all cases. The quantities of 
sodium and chloride were adequate, but potassium 
was inadequate. Various types of solutions were 
used, incorporating electrolytes, vitamins, and nu- 
trients. 

It is recommended that a two-lumen tube be used 
following gastric surgery, to provide for both gastric 
suction and jejunal feeding, and that at least a por- 
tion of the required fluids be administered by the 
jejunal route. Gastric suction at periodic intervals, 
rather than continuously, would seem advisable to 
minimize electrolyte loss, along with limitation of 
oral fluid intake for 48 to 72 hours. Isotonic saline 
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or Ringer's solution should be used for irrigation 


purposes. 
The complex problem of metabolic response to 


surgical operations requires the most careful atten- 
tion of surgeons and internists. 
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of cesarean section* 


EDWIN H. RIEDELL, D.O., F.A.C.O.S., Senior, 
Obstetrical Staff, Los Angeles County Osteopathic 
Hospital; Assistant Clinical Professor of Surgery, 
College of Osteopathic Physicians and Surgeons, Los 
Angeles, California 


Mortality from appendicitis has shown a striking 
decrease in recent years. For example, deaths 
dropped from 16,142 in 1935 to 2,897 in 1950, repre- 
senting an 85 per cent decrease. According to 
Larsson,’ this rapid decrease in the death rate from 
appendicitis is a result of the following: Improved 
medical care and surgical technics; discovery and 
use of antibiotics; nationwide health education that 
has caused an increasing proportion of patients to 
seek treatment early, before complications arise; 
and the practice of performing prophylactic appen- 
dectomies during pelvic and abdominal surgery. 

Elective appendectomy has gradually become an 
accepted and recommended part of abdominal and 
pelvic operations. However, there is still great re- 
luctance to perform elective or prophylactic appen- 
dectomy at the time of cesarean section even though 
many obstetric patients have histories of appen- 
dicitis attacks. 

The purpose of this paper is to show the increas- 
ing acceptance of elective appendectomy at the time 
of elective low cervical cesarean section. 


Survey of the literature 


In 1913 Goldspohn? stated that “prophylaxis is 
becoming more and more the better part of the 
function of every medical man.” He and others who 
had found it necessary to perform appendectomies 
after other abdominal operations were even then 
beginning to advocate elective removal of this “mis- 
chievous and useless organ” when other abdominal 
operations were being performed. 

*Submitted in partial fulfillment of the requirements for certification 


in obstetrical and gynecological surgery by the American Osteopathic 
Board of Obstetrics and Gynecology. 
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Te Linde’ now states that it is the custom to re- 
move the appendix in all pelvic operations except 
when prolonging the operation might be detri- 
mental to the patient. Other authorities recommend 
essentially the same thing. Te Linde also points 
out that acute appendicitis during pregnancy is a 
serious condition for both mother and fetus; rup- 
ture is three and one half times more common than 
in the nonpregnant woman, and gangrene five and 
one half times more common. Fortunately, acute 
appendicitis is uncommon in pregnancy, occurring 
in less than .002 per cent of cases. 

At one time appendicitis in pregnancy had a 
higher mortality rate than when it was not associ- 
ated with pregnancy, but now, with proper early 
treatment, mortality is no higher in pregnant women 
than in nonpregnant women. The mortality of acute 
appendicitis in pregnancy is the mortality of delay, 
and diagnosis is more difficult during pregnancy. 
The opinion of Te Linde* and others is that an 
acutely inflamed appendix should be removed with 
the slightest possible surgical procedure. 

Renn, Douglass, and Cushman‘ published a dis- 
cussion on perforative appendicitis with generalized 
peritonitis at term, a condition seldom encountered; 
it occurs approximately once in every 16,000 de- 
liveries. They state that there are four methods 
for handling such a case and admit that none of 
the four is desirable. The four methods are: 

1. Appendectomy only, permitting spontaneous 
onset of normal labor. They note that if labor is 
delayed, a flare-up of a previously controlled peri- 
tonitis is often observed. In 11 cases there were 3 
fetal deaths and 1 maternal death. 

2. Appendectomy and low cervical section. In this 
instance the advantages would be rapid delivery of 
the infant, reduced exposure to toxicity, and ready 
access to the appendix. In two cases there was no in- 
fant or maternal mortality. 

3. Hysterectomy, total or subtotal, and appendec- 
tomy. This is an even more extensive operation to 
perform in the presence of peritonitis, besides pro- 
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ducing absolute sterility. In two cases both the in- 
fant and the mother survived. 

4. Appendectomy before or after manual dilata- 
tion of the cervix with vaginal delivery. The theo- 
retic advantage is the avoidance of delayed labor. 
However, these authors note that it is highly trau- 
matic to the mother and increasingly so if delayed 
engagement of the head makes it necessary to per- 
form internal version and breech extraction. The 
fetal mortality is high, even in the absence of peri- 
tonitis; however, in their cases neither infant nor 
mother died. 

These men are in agreement with the common 
opinion that noninterference with pregnancy is the 
lesser of the evils. 

Mason and Cooke, cited by Te Linde,’ assert that 
in a primipara at term or a multipara in whom there 
is any doubt of immediate delivery, cesarean section 
and appendectomy should be the treatment for ap- 
pendicitis. Wilson advocates low cervical section in 
cases where there is limited peritonitis, and a Porro 
operation in cases of widespread peritonitis.’ 

Greenhill,® in a discussion on suppurative appen- 
dicitis, states that it would be in the interest of cer- 
tain individuals to remove the appendix at the same 
time as a Porro cesarean section is performed. He 
states that not enough cases are on record to defi- 
nitely settle the point, but he feels that classical 
cesarean section is contraindicated and that laparo- 
trachelotomy is safer. He cites two cases of DeLee’s 
in which labor was complicated by acute appendi- 
citis with imminent rupture. Laparotrachelotomy 
was performed under local anesthesia; then the ab- 
domen was closed and reopened high up over the 
site of infection and the inflamed organ was re- 
moved. Both patients recovered. 

Appendectomy at the time of other abdominal 
operations has been recommended for many years. 
It is a foregone conclusion that the reason is simply 
prophylaxis, to prevent a possible operation for ap- 
pendicitis at some future date. 


Controversy 


There are many conditions for which serious and 
lengthy operations are performed, for gynecologic 
or other abdominal disorders, at the time of delivery. 
Many of these are or could become hazardous. Ap- 
pendectomy is a routine. procedure, yet surgeons 
hesitate or refuse to perform it at the time of cesar- 
ean section. Why? 

One answer given is that the uterus is considered 
sterile. To open and close a “clean” organ, and then 
open and close a “dirty” organ, is considered poor 
surgical technic and an invitation to disaster. This 
seems illogical to me because the uterus should be 
as “clean” unpregnant as pregnant—likewise the 
tubes and ovaries. A surgeon thinks nothing of doing 
a partial or complete oophorectomy, or enucleating 
an ovarian cyst and closing the ovary, or doing a 
myomectomy, a subtotal or total hysterectomy, or 
salpingectomy—and then doing an appendectomy as 
an encore. Yet the ovaries are as “clean” as the 
uterus. 
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This same argument can be used for doing elec- 
tive appendectomy at the time of section. Is the 
pregnant uterus at term any cleaner or less clean 
than when not pregnant? The uterus is an organ 
open to the unsterile vagina at one end and to each 
tube at the other. The tubes are normally open at 
the fimbriated ends, theoretically connecting the 
sterile abdominal cavity with the unsterile vagina. 

Appendectomy done when the uterus is nonpreg- 
nant is common and routine, yet when the uterus is 
enlarged to a term pregnancy, appendectomy is done 
hesitantly, frowned upon, or actually condemned if a 
cesarean section is necessary. It is well recognized 
that the death of a pregnant woman who develops 
acute appendicitis is the mortality of delay; the ap- 
pendix is removed even if it has ruptured. If the 
fimbriated ends of the tubes are open, infection 
theoretically can still travel down the tubes into the 
uterus by direct connection. Why is this any safer 
than doing an appendectomy after peritonization of 
the bladder flap, after a low section? The uterus has 
been closed in layers, and the bladder flap is closed 
and theoretically water-tight. Is it not also resistant 
to infection for all practical purposes? 

The uterus is well known to be resistant to infec- 
tion in both the pregnant and nonpregnant states. 
Drainage from acute and chronic salpingitis will 
pass through the uterus into the vagina, yet the 
uterus is little affected. Salpingectomy is done for 
chronic salpingitis (with routine appendectomy), 
and the infection clears up. 

At the time of cesarean section, sterilization is 
done by section of the tubes, by section and im- 
plantation of the end into the broad ligament or 
some other convenient location, and bilateral sal- 
pingectomy is even done, particularly if chronic 
salpingitis is present; these procedures are not con- 
demned because of fear of infection. Yet the sur- 
geon would condemn appendectomy at the time of 
cesarean section because of possible infection. 

The same surgeon would sometimes remove a pre- 
viously infected, recurrently infected, or chronically 
infected appendix at the time of cesarean section, 
but would not remove an appendix prophylactically 
either routinely or when not contraindicated, be- 
cause of possible infection. The same people who 
recommend cesarean hysterectomy and appendec- 
tomy if the appendix is suppurative do not recom- 
mend prophylactic appendectomy with elective 
cesarean section. This reasoning seems to me to 
be completely unsound because the chronic, recur- 
rent, acutely inflamed, or suppurative appendix is 
more likely to cause infection than removing an 
uninfected appendix; to say nothing of danger in- 
volved in the extensive procedure of hysterectomy, 
with removal of the large organ with its enlarged 
vessels and sinuses, together with the removal of a 
suppurative appendix. 

Another argument given for not removing the 
appendix at the time of cesarean section is that 
ileus and distention are more likely to occur, be- 
cause a large organ is suddenly reduced greatly in 
size. Thorek® states that paralytic ileus results from 
paralysis of the intestinal musculature; for this he 
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lists several causes, finishing with the statement that 
“anything capable of interfering with intestinal peri- 
stalsis may cause ileus.” 

- Distention used ‘to be very common after cesarean 
section, and ileus and obstruction were not infre- 
quent. Now, however, they are uncommon for the 
following reasons: The low transverse (or vertical) 
cervical cesarean section; improved surgical technic 
and gentleness in the handling of tissues; early am- 
bulation; and changes in the postoperative diet. I 
like to help prevent distention and ileus before they 
occur; I find that gentle stimulation with one am- 
pule of Prostigmine 1:4000 every 6 hours for 4 to 
8 doses in the first 24 or 36 hours postoperatively, 
especially when a Harris flush is used as needed, 
not only prevents distention but in many cases 
prevents gas pains. , 


Personal experience 


In most cases of elective cesarean section, I feel 
that prophylactic appendectomy can be done with- 
out complication or increased morbidity. Today 
infection is uncommon after cesarean section even 
without the use of antibiotics. The technic I almost 
invariably use is the low transverse cervical section, 
with reflection of the bladder flap downward. The 
uterus is closed in two layers using #00 chromic 
sutures, and the edges of the bladder flap are closed 
with Connell sutures, using #00 chromic gastro- 
intestinal suture on an atraumatic needle. Slight 
tension on the gastrointestinal suture causes slight 
puckering of the flap, leaving a smaller area for pos- 
sible adhesion formation. The closure is water tight. 
The appendix is then removed by the clamp method. 
After applying phenol and alcohol for cauterization, 
the cecum is closed with #00 chromic gastrointes- 
tinal suture on an atraumatic needle, using two 
layers of a Connell type stitch which completely 
closes and peritonizes the cecum. The mesoappen- 
dix is then peritonized. 

I do not perform classical cesarean section for any 
reason, even when time is of the utmost importance, 
except for locked twins. It does not take appreciably 
longer to open a uterus by the low flap method than 
with a classical incision. Conti’ states that the likeli- 
hood of rupture is two and one-half times greater 
after a classical than after the low transverse semi- 
lunar incision; Kistner® states essentially the same 
thing. Lane and Reid,® however, say that there is no 
difference in susceptibility to rupture between trans- 
verse and longitudinal incisions in the lower uterine 
segment. 


Limitations 


There are a few conditions in which appendec- 
tomy at time of cesarean section is probably not 
advisable. For example, when there has been con- 
siderable hemorrhage, it would probably be wiser 
not to do an appendectomy because of suddenly 
lowered resistance, shock, and the additional time 
necessary for procedure. In cases of pre-eclampsia 
and eclampsia, in which section is being done as a 
last resort, or if there is already potential infection. 


certainly it would not be recommended. In cases in 
which time is of the utmost importance, there of 
course should not be elective appendectomy. How- 
ever, in most cases of cesarean section, elective 
appendectomy can be done in approximately 10 
minutes while the abdomen is open, after all peri- 
tonization of the uterus has been finished, and all 
blood has been removed from the gutters and cul- 
de-sac. 

The extra anesthetic, the extra hospital expense, 
and the extra time of convalescence are practical 
factors that should be considered if the appendix 
should be left in and it becomes necessary to remove 
it later. 


Statistics 


A review of the literature and personal acquaint- 
ance with certain surgeons of the Whittier area 
show that many are now doing elective appendec- 
tomy at the time of the cesarean section. 

Approximately 600 elective appendectomies have 
been done at the time of cesarean section at Murphy 
Memorial Hospital, Whittier, over a 14-year period, 
with no mortality. Over a 5-year period from 1948 
to 1953, 188 elective appendectomies were done at 
Murphy Memorial Hospital, in a total of 535 cesar- 
ean sections (without mortality), or an average of 
approximately 35 per cent. Figures are not available 
to show how many of the remaining 65 per cent had 
previous appendectomies in connection with other 
abdominal surgery or at previous cesarean sections. 

Tebbets®® had a series of 110 elective appendec- 
tomies at the time of cesarean section, from 1943 
to 1952, without mortality and with no appreciable 
morbidity. Kroener™ performed 85 elective appen- 
dectomies in 101 cesarean sections between 1945 
to 1953 without mortality. 

Naeslund, of Sweden, has done elective appen- 
dectomy in connection with cesarean section since 
1925; 106 appendectomies in 263 cesarean sections 
were performed from 1935 through 1952; 68 patients 
had had previous appendectomies. Two fatalities 
occurred, one from bronchopneumonia and the other 
from toxicosis gravis and uremia.’ 

Irwin reported that, since 1930, he had been doing 
elective appendectomies with cesarean section when 
there were no complications of pregnancy or section 
that would constitute contraindications. Of more 
than 200 appendectomies at the time of cesarean 
sections he had no complications attributable to the 
supplementary operation. 

Wood and Austin did 200 elective appendectomies 
at the time of cesarean section without infection; 
this included cases of acute appendicitis. Henken 
has done 50 elective appendectomies at the time of 
cesarean section without significant change in the 
recovery of- the patient. Larsson reports 26 cases, 
with 15. per cent morbidity and no mortality.’ 

McLean and associates’® performed 127 appen- 
dectomies in 1,192 cesarean sections, all of which 
were elective, with the appendix appearing grossly 
normal. In 100 of these patients, there was no ad- 
ditional morbidity. Additional morbidity occurred 
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as follows: in 13, 2 days; in 9, 3 days; in 4, 4 days; 
and in 1, 5 days. Thus the total rate of morbidity 
following section and appendectomy was 21.6 per 
cent, which compares favorably with the over-all 
section morbidity of 25.2 per cent. This series would 
seem to indicate that removal of the appendix at 
the time of section is relatively safe; however, it 
must be pointed out that the majority of sections in 
which appendectomies were done were elective, 
making the outlook more favorable. 

To these 1,182 cases, I add my own 12 cases, mak- 
ing a total of 1,194 cases in which elective appen- 
dectomy has been done at the time of cesarean 
section, without significant morbidity. 

Table I gives significant data on my cases. Other 
operations performed at the same time as cesarean 
section with appendectomy were repair of umbilical 
hernia, repair of diastasis recti, bilateral salpingec- 
tomy, and Pomeroy sterilization. The number of 
procedures performed seemed to have little or no 
effect on the morbidity. For example, following the 
low transverse section, one patient (Case 8) had 
an appendectomy, Pomeroy ligation, repair of an 
umbilical hernia, and repair of a diastasis recti, yet 
she suffered no more discomfort than from a cesar- 
ean section alone. The pathologic report in this case 
showed the appendix to have had repeated irritative 
episodes. 

Of 12 cases of cesarean section with appendec- 
tomy, there was no temperature morbidity, accord- 
ing to the standards of the Joint Committee on 
Maternal Welfare; this is defined as a temperature 
of 100.4 F. occurring on any 2 of the first 10 
days postpartum, exclusive of the first 24 hours. The 
temperature is taken by mouth by a standard technic 
at least four times a day. 

One patient (Case 1) had a temperature of 101 F. 
14 hours after operation. Another (Case 2) had a 
temperature of 101 F. on the day of operation and 
also 101 F. on the second postoperative day. This 
patient also developed an acute phlebothrombosis 
of the left femoral vein on the eighth postoperative 
day, and a thrombectomy and ligation of the femoral 
vein was done. Thrombophlebitis occurs occasion- 
ally after a cesarean section or other operation, but 
I have not had another one after cesarean section 
since May 1948. 

Five of the 12 patients received transfusions of 
500 cc. of whole blood. Six patients received anti- 
biotics, either combiotic or penicillin. None of these 


patients showed any morbidity on the basis of tem- 
perature. 

Table I also shows that the patients spent an 
average of 5.166 postoperative days in the hospital. 
Most of our patients left on the fifth postoperative 
day. The one with the phlebothrombosis left on the 
twelfth postoperative day; 3 patients left on the 
fourth postoperative day, and 1 left on the third 
postoperative day. 


Summary 


Stastistics on 12 private patients in whom elective 
appendectomy was done at the time of cesarean 
section have been presented. Figures are also given 
on an additional 1,182 cases reviewed from the lit- 
erature. One author reports 2 fatalities not necessar- 
ily caused by the appendectomy, but including them 
gives an over-all mortality of .00175 per cent for the 
1,194 cases. 

It is my opinion that prophylactic appendectomy 
is safe and desirable at the time of a low-flap cesar- 
ean section, provided severe anemia, fever, toxemia, 
hemorrhage, or membranes ruptured for 24 hours or 


longer are not present. 
724 S. Painter Ave. 
Whittier, California 


Addendum 
Since the writing of the paper, I have performed 
many more appendectomies at the time of cesarean 
section without mortality or increased morbidity. 
The combined procedure is routine in this area. 
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HARRY I. STEIN, A.B., D.O., M.Sc. (Oto.), 
F.O.C.O.,* and ALVIN D. DUBIN, D.O.,; Phila- 
delphia, Pennsylvania 


Fortunately, in most cases bleeding from the nose 
will cease spontaneously, without treatment. Epi- 
staxis is therefore a relative emergency. Although 
approximately 80 per cent of cases do not require 
specific treatment,’ in the remaining 20 per cent 
bleeding may continue at a serious rate, with anemia 
and possibly even death as a consequence if hemor- 
rhage is not checked. 

Serious nasal bleeding is seldom seen in children 
since the source of hemorrhage in them is most often 
the anterior septum, and bleeding from this area is 
usually brought under control rapidly and with a 
minimum of difficulty. However, as the individual 
approaches middle and old age, severe epistaxis is 
found more commonly. Because its usual source is 
the posterior nasal area, it presents a problem which 
can and should be dealt with in the hospital. 

The most common occurrence in connection with 
serious nasal hemorrhage is a leak in a blood vessel, 
which simply bursts open.? In young children this 
may be caused by infection and inflammation. In 
the older patient, vessels gape because of sclerotic 
changes in the arteries and veins and atrophy of 
smooth muscles. Actual deficiencies in the clotting 
mechanism of the blood are seldom the cause of 
nasal hemorrhage. 

It is felt that in severe epistaxis, by the very na- 
ture of such cases, an orderly systematic approach is 
necessary for effective treatment to be instituted. 
These patients usually are bleeding so profusely 
that only a careful, thorough examination will reveal 
the actual site of hemorrhage and allow for specific 
treatment. 

By following such a plan as will be described sub- 
sequently, we feel that the indications for more 
drastic measures, such as ligation of vessels, will be 
rare and possibly totally unnecessary. 
°Head, Division of Otolaryngology, Metropolitan Hospital, Philadelphia. 


+Resident, Division of Otolaryngology, Metropolitan Hospital, Philadel- 
phia. 
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Management of severe epistaxis 


Anatomy 


It cannot be emphasized too strongly that a work- 
ing knowledge of the anatomy of the nose and its 
blood supply is imperative in order to institute im- 
mediate treatment and plan subsequent management. 
In general, the interior of the nose derives its arterial 
blood supply from both the external and internal 
carotid arteries, the main supply coming from the 
former vessel. Branches of the external carotid ar- 
tery on one side, and the corresponding branches on 
the other side, exhibit free anastomosis. It has been 
estimated that collateral circulation is established 
within 5 days after ligation of the external carotid 
artery.* 

The anterior and posterior ethmoidal arteries arise 
from the ophthalmic artery (the terminal branch) of 
the internal carotid artery. The anterior ethmoidal 
artery enters the nasal cavity along the side of the 
crista galli and spreads downward over the anterior 
superior part of the nose to both the lateral wall and 
the septum (Fig. 1). 

The sphenopalatine artery (the terminal branch 
of the external carotid artery) reaches the nasal cav- 
ity through the sphenopalatine foramen. The artery 
divides into a medial and lateral branch after enter- 
ing the nasal cavity. The medial branch, called the 
nasopalatine artery, enters the septal wall and 
spreads inferiorly and anteriorly over the septum. 
The lateral branch spreads over the lateral nasal 
wall. The sphenopalatine and anterior ethmoidal 
vessels are the largest arteries, in that order, supply- 
ing the nose. Throughout, the veins follow the ar- 
teries closely. 

Woodruff describes a plexus of veins from the 
lateral pharyngeal wall which run forward to a point 
under the overhang of the inferior turbinate. It is 
his feeling that the veins in this area become dilated 
in older persons as a result of phlebosclerosis. This 
has been termed the “naso-nasopharyngeal plexus.” 


Etiology 


A significantly high number of cases are seen and 
treated, but must still be labeled “etiology not de- 
termined.” A thorough history and careful examina- 
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Fig. |. Blood supply to later nasal wall and septum. A. Anterior 
ethmoid artery. B. Posterior ethmoid artery. C. Posterior lateral 
nasal arteries. D. Sphenopalatine artery. E. Major and minor pala- 


tion of the nose, together with normal findings from 
blood studies and absence of systemic disease, many 
times leave the physician at a loss to answer the pa- 
tient’s questions, “What caused the bleeding?” and 
“How can I prevent recurrence?” However, it might 
be noted that this disorder is found in many patients 
at that age where cardiovascular disease is common. 

Even though the exact causes of epistaxis are not 
always possible to determine, they may still be gen- 
erally divided into local and general causes. General 
causes of epistaxis are: (1) infectious diseases, such 
as typhoid fever, pneumonia, influenza, measles, 
whooping cough, diphtheria, or any febrile disease; 
(2) cardiac disease, particularly tricuspid regurgita- 
tion and rheumatic fever; (3) hypertension, or ar- 
terial changes as in arteriosclerosis; (4) cirrhosis of 
the liver and nephritis; (5) various blood dyscrasias; 
(6) sudden changes in altitude; (7) vicarious men- 
struation; and (8) spontaneous hemorrhage, etiology 
undetermined.°* 

Local causes are: (1) trauma, by blowing or 
picking the nose; (2) secondary to lodgment of a 
foreign body in the nose; (3) infection in the nose; 
(4) neoplasms; (5) traumatic septal perforations; 
(6) hereditary hemorrhagic telangectasia’ (In this 
condition there is a hereditary defect in the cap- 
illaries and bleeding points are found typically 
in Kiesselbach’s plexus. Bleeding often starts after 
minor exertion, such as coughing or blowing the 
nose, or spontaneously, and is usually difficult to 
control); (7) drying in the posterior part of the 
nose weakens the mucous membrane, and _ in- 
spired air may have a pronounced drying effect,*’ 
thereby producing bleeding; (8) anterior septal de- 
flections, more readily exposing the cartilage to 
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tine arteries. F. Anastomosis with major palatine artery. G. Kies- 
selbach's plexus. H. Posterior septal nasal arteries. |. Septal 
branch of superior labial artery. 


trauma; and (9) last, but of great importance, vari- 
cose veins in Kiesselbach’s plexus. 


Classification 


A sometimes difficult situation may be made 
somewhat easier to manage if an attempt is made 
to classify the types of epistaxis as to location. This 
will many times direct immediate and continued 
treatment and help to establish causative factors. 
The classification proposed by Beinfield* is found 


‘to be most suitable. 


1. Anterior nosebleed 
a. latent 
b. active 

2. Posterior nosebleed. 

When epistaxis is divided according to anterior 
and posterior types, the dividing line is the anterior 
horn of the middle turbinate. Both of these types 
may be further subdivided. Anterior nosebleed may 
be latent or active. It is usually caused by an ulcer 
or a rupture of Kiesselbach’s area. The latent type 
is that which is not bleeding when seen by the phy- 
sician, but is one in which there has been a history 
of bleeding from the anterior nares. The active type 
is seen to have bleeding from the Kiesselbach’s area 
at the time of examination. Posterior bleeding usual- 
ly occurs from a rupture of the sphenopalatine artery 
or from dilated veins in the naso-nasopharyngeal 
plexus. 


Diagnosis 
History is very important in these cases and should 
not be overlooked. From which side was the bleed- 
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ing noted? Was blood coming trom the nose or 
throat, or from both? Was this the first episode? 
Is there a history of other bleeding tendencies? Is 
there a history of known trauma? Is the patient a 
known hypertensive? In the young patient the 
bleeding is usually anterior, and in the older patient 
the bleeding is usually posterior in location. 

Clinical examination should be conducted in a 
well equipped emergency room.’ Also, though this 
point may appear obvious, it must still be empha- 
sized as an initial step that every effort must be 
made to locate the bleeding area. 

Adequate illumination is a necessity; a floor lamp 
which enables one to use a head mirror is best. A 
suction machine must be present. The patient is 
best examined on a high-backed chair, positioned 
so that he is looking straight ahead, toward the op- 
erator. A common fault is to allow the patient's head 
to fall back, thereby obscuring much of the intra- 
nasal area for examination. Special instruments 
must be available, sometimes including a naso- 
pharyngoscope. Medications consisting of 10 to 20 
per cent cocaine, 1:1,000 solution of epinepherine, 
and silver nitrate, as ‘well as oxidized cellulose 
gauze, must all be included in the treatment room. 
All of these implements must be combined with 
a thorough working knowledge of the intranasal 
cavity to permit an exacting examination of the 
nasal fossa for such deviations as septal deflection 
or spurs. 

In latent epistaxis, the bleeding point can be 
found by rubbing Kiesselbach’s area with a cotton- 
tipped applicator after first anesthetizing the area 
with Pontocaine or cocaine). This removes the 
clot and causes renewed bleeding. 

In active epistaxis, the area should be cleansed 
thoroughly, and the actual bleeding area located. 

Posterior nasal bleeding is characteristically noted 
when the patient is seated and blood is seen to be 
flowing between the sphenopalatine artery and the 
septum. If it is not seen, dry cotton should be placed 
in different areas for location of the hemorrhage. 


Treatment 


Before describing active treatment in these cases, 
it should be pointed out that reassurance given to 
the patient by the physician is invaluable. Visions 
of bleeding to death will be removed, and the pa- 
tient will become completely cooperative and anx- 
ious to assist in’ overcoming this tensely serious 
and difficult situation. If the patient is hypertensive, 
he should be told that this episode of bleeding is 
acting as a safety valve, releasing pressure and 
thereby preventing more serious hemorrhages in 
the brain. 

There are as many approaches to controlling nasal 
hemorrhage as there are physicians treating these 
cases. The important thing, however, is to stop the 
flow ef blood as soon as possible. 

Before enumerating the measures which can be 
carried out, it may be best to emphasize those pit- 
falls to be avoided.’ 

1. Never attempt to examine the nasal cavity 
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without first providing adequate anesthesia. 

2. Never pack the nose blindly; always use a 
speculum. 

3. Never pack the nose with pledgets saturated 
with caustics or anesthetics. 

4, Never pack in a hit-or-miss fashion; always 
identify the landmarks first. 

5. Never over-pack the nose; this can cause 
marked congestion. 

6. Never cauterize two sides of the septum at 
once; a perforation may result. 

When admitted to the hospital, the patient should 
be examined for symptoms of shock and for active 
bleeding. Many times a shock-like state is caused 
by ingestion of blood into the stomach. If it is true 
shock caused by blood loss, the treatment of this 
problem becomes paramount. Blood replacement 
should be begun as soon as possible, with plasma 
expanders used at once, followed by whole blood 
transfusion. If shock is not present, the patient 
should be given adequate sedation. When packs 
that were inserted prior to hospital admission are 
controlling the bleeding, they should be left in place 
and the patient watched thereafter for recurrence 
of hemorrhage. Many serious hemorrhages have 
resulted from trauma caused by repeated packing, 
especially when bleeding from the turbinates or 
diffuse nasal mucous membrane bleeding was the 
original problem. 


Immediate treatment ¢ If active bleeding occurs, 
the packs are removed and the nose is cleansed 
with a suction apparatus under direct vision, in an 
effort to determine the source and severity of bleed- 
ing. After all the clots have been removed, cotton 
pledgets, moistened in 10 per cent cocaine, are in- 
serted in order to shrink the nasal mucous mem- 
brane and provide local anesthesia for any necessary 
instrumentation. If active anterior bleeding is pres- 
ent, treat immediately with either gauze packing, 
Oxycel, Gelfoam, cotton, electric or chemical cau- 
tery, or some such method. We have found that 
insertion of small strips of Oxycel against the bleed- 


It should be pointed out that reassurance 
given to the patient by the 
physician is invaluable. Visions of 
bleeding to death will be removed, and 
the patient will become completely 
cooperative and anxious to 
assist in overcoming this tensely 
serious and difficult situation 


a 
iy 
= 
ay 
3 
Z 
. 
pix 
+ 
. 
> 
. 
185 


Fig. 2. Method of postnasal packing. 


ing point, reinforced with a cotton roll, is most 
effective and least traumatic to the nasal lining. 

Macbeth”® states that the middle turbinate is a 
convenient landmark for determining the source of 
bleeding. It is usually possible to determine whether 
the bleeding originates from above, below, in front, 
or behind this structure. 

It is felt that regardless of the type of packing 
used, packs should remain undisturbed for a period 
of from 5 to 7 days,” thereby allowing sufficient 
time for healing to take place. 

If the bleeding is originating from the posterior 
nasal area, or if anterior packing alone is not ade- 
quate, postnasal packing should be used (Fig. 2). 

Dickie,"? in his paper on nasal hemorrhage and 
its treatment, describes an effective postnasal pack, 
which we have modified somewhat for our own use. 
A strip of Oxycel gauze approximately 24 by 3 
inches is folded lengthwise 1 inch from the edge. 
It is then rolled tightly until the thick end is a little 
less than % inch in diameter. It is bound tightly 
around the middle with a plain #0 suture with 
long ends. The ends are wound in a criss-cross 
fashion around the inner end and tied tightly. One 
end of the string may be cut off to about 1 to 5 
inches and the other end left long. A catheter is 
passed through the nose and pulled out the mouth. 
The long end of the string can be made double and 
tied to the catheter; the pack is then pulled into 
place in the posterior choanal area. A small piece 
of gauze is then placed over the nares, and the 
pack is kept in position by tying the two strings 
in front of the nares. The suture remaining free 
in the pharynx may be cut just below the area of 
the uvula. It is felt that by using this type of post- 
nasal packing, pressure is more accurately placed 
on the bleeding area, rather than on the naso- 
pharyngeal area. 

Complications reported using the usual packing 
are laceration of soft palate or nasal floor, hemo- 
tympanum, otitis media, and edema of larynx and 
pharynx.’* By using this cone-shaped pack, the 
likelihood of such complications occurring is slight. 


We routinely administer antibiotics prophylacti- 
cally after placing the postnasal pack, penicillin 
being the drug of choice. Occasionally there is a 
case in which septal deviations and spurs make 
complete examination impossible, and a submucous 
resection is performed to gain better visibility. Upon 
completion of the procedure, the bleeding is seen 
to have stopped. The mechanism by which this 
takes place is not well understood; even though nu- 
merous theories have been advanced to explain it, 
the procedure is still done emperically. Many times 
when bleeding persists for as long as 24 hours, a 
submucous resection is performed with resultant 
cessation of bleeding.* 


Subsequent treatment ¢ After steps have been 
taken to stop the flow of blood and replace blood 
loss if necessary, the physician may step back and 
survey the situation in a more relaxed state. The 
problems are then to determine the exact cause of 
bleeding, maintain the patient during his recovery 
period, and successfully prevent further hemorrhage. 
Blood counts are not to be relied on during the first 
24 hours because of hemoconcentration of the cir- 
culating blood. Therefore we routinely repeat the 
complete blood count on the second and third hos- 
pital days. In order to rule out blood dyscrasias 
we perform the following tests: platelet count, clot 
retraction, bleeding time, tourniquet test, Lee-White 
coagulation time, and prothrombin determination. 
Horowitz'* and Hallberg: both feel that deficien- 
cies of vitamins C and K, through not in themselves 


. the cause of bleeding, when superimposed upon the 


underlying causative factors will definitely increase 
the frequency of nasal bleeding. Therefore, admin- 
istration of vitamins C and K has a definite place 
in the subsequent treatment of these cases. 

According to Peele’® and many other observers, 
data has been accumulated indicating that the use 
of Adrenosem prevents and diminishes bleeding 
after such operations as tonsillectomy, adenoidec- 
tomy, or submucous resection. We use this drug in 
individual cases where minimal leaking is evident 
after packing has been completed. 

Jacobson’*” is of the opinion that recurrent spon- 
taneous hemorrhage is a disease entity in itself and 
concludes that such bleeding is endocrine in nature. 
Intravenous Premarin has been used in cases of this 
type with rewarding results. 

Proper bedrest, sedation, and dietary measures, 
together with treatment of anemia caused by blood 
loss (severe loss, transfusion; less severe loss, intra- 
muscular Imferon), complete the general measures 
instituted to restore these patients to good health. 


Case reports 


Case 1 ¢ A 53-year-old white woman was admitted 
to the hospital on March §, 1959, with a history of 
sudden severe epistaxis. Examination revealed a well 
nourished patient bleeding excessively from the 
right nares and mouth. The patient was extremely 
agitated and her blood pressure was 160/90. Pack- 
ing was present in the right nasal chamber. 
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A history of recurrent epistaxis was elicited, with 
the first episode beginning 6 years prior to this ad- 
mission and the most recent episode 1% years ago. 
The initial bleeding began immediately after the 
cessation of menses. There was no history of bleed- 
ing tendencies. The remainder of the examination 
was noncontributory. 

The packing was removed and the bleeding ap- 
peared to be postnasal in origin. The patient was 
then adequately sedated and a postnasal packing 
of Oxycel was applied. Admission hemoglobin was 
11.5 grams. During the first 24 hours, minimal 
bleeding from the posterior pharynx and nose was 
noted. Medication consisting of vitamins C and K, 
tetracycline, and Butisol sodium was started, and on 
the second day intravenous Premarin was given. Re- 
peat hemoglobin on the second day was 9.5 grams, 
and complete laboratory examination for blood dys- 
crasia was negative. Approximately 5 hours after 
the first dose of Premarin was given, bleeding 
stopped completely and remained so thereafter. In- 
tramuscular Imferon was given daily. 

The patient was discharged on March 15. The 
Oxycel was dissolved at that time, and the final 
hemoglobin reading was 11 grams. The patient was 
given oral Premarin at home, and to date has had 
no recurrence of epistaxis. 


Case 2 ¢ A 37-year-old white man was admitted to the 
hospital on May 1, 1958, with severe epistaxis. Nasal 
hemorrhage started 4 days prior to this admission. 
There was no history of previous hemorrhage or 
bleeding tendencies. The bleeding at the time of 
admission was apparently spontaneous, without 
known trauma. During the previous 4 days, the nose 
had been packed on two separate occasions and 
cauterized with silver nitrate. The blood pressure 
was 120/60. The patient was extremely agitated 
and weak. Blood was pouring out of the mouth and 
both nostrils, making location of the source most 
difficult. 

Replacement therapy was then of prime impor- 
tance since the blood pressure was dropping stead- 
ily. Intravenous fluids were started immediately and 
followed by 500 cc. of whole blood. After blood 
replacement was started a postnasal pack of plain 
gauze was applied, while the patient was in bed, and 
strips of gauze were placed anteriorly to slow down 
the bleeding. 

During the first 12 hours, the hemoglobin dropped 
from 12.5 to 10.0 grams. An additional 500 cc. of 
blood was then given, followed by 500 cc. of saline 
solution. After 24 hours, the hemoglobin was 8.0 
grams. The temporary packing had slowed the flow 
considerably, and at that point it was decided to re- 
move it in an effort to locate the bleeding . area. 
Examination revealed the site of bleeding to be the 
right postnasal area. An Oxycel postnasal pack was 
applied, and 500 cc. of blood were given. Medica- 
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tion consisted of vitamin C and K, penicillin, Butisol 
sodium, and Adrenosem. After the third day, intra- 
muscular Imferon therapy was started. 

The patient had occasional minimal bleeding in 
the posterior pharynx, which lasted for 1 to 2 min- 
utes at a time, during the third to fifth days of hos- 
pitalization. Complete cessation of bleeding was 
noted on the fifth day. The postnasal pack was dis- 
solved by the tenth day, and the patient was dis- 
charged May 18, 1958. At that time, the hemoglobin 
was 11.0 grams. To date, there has been no recur- 
rence of bleeding. 


Summary 

A review of the anatomy, history, etiologic factors, 
diagnosis, and specific therapeutic measures have 
been discussed in connection with the management 
of severe epistaxis. 

Much has been written concerning the technics 
and uses of arterial ligations in these cases. By omit- 
ting this topic, we do not mean to imply that it is 
never to be done. We would rather point out our 
feeling that by following a careful routine, including 
proper placement of packs, indications for liga- 
tions will become markedly reduced. 

300 Spruce St. 


Acknowledgment 


Appreciation is expressed to Dr. Samuel Santaspirt 
for his fine illustrations which appear in this paper. 


1. Hallberg, O. E.: Severe nosebleed and its treatment. J. Am. M. 
A. 148:355-360, Feb. 2, 1952. 

2. Hallberg, O. E.: Points to remember when treating patient with 
severe epistaxis. Collect. Papers Mayo Clin, (1952) 44:338-342, 1953. 

3. Wolferman, A., and Dwyer, F. P., Jr.: Unilateral and bilateral 
ligation of external carotid for epistaxis. A.M.A. Arch. Otolaryng. 62: 
310-315, Sept. 1955. 

4. Woodruff, G. H.: Cardiovascular epistaxis and naso-nasupharyn- 
geal plexus. Laryngoscope 59:1238-1247, Nov. 1949. 

5. Jacobson, P.: Unified concept of spontaneous bleeding. West. J. 
Surg. 63:711-722, Dec. 1955. 

6. Hollingsworth, J. B.: Spontaneous epistaxis; theoretical consider- 
ation of etiologic factors and treatment. California Med. 77:330-331, 
Nov.. 1952. 

7. Woodruff, G. H.: Nasal hemorrhage in hypertension and arte- 
riosclerosis. Dis. Eye, Ear, Nose & Throat 2:336-339, Nov. 1942. 

8. Beinfield, H. H.: General principles in treatment of nasal hem- 
orrhage; emphasis on management of postnasal hemorrhage. A.M.A. 
Arch. Otolaryng. 57:51-59, Jan. 1953. 

9. Cody, C. C., III, Robinson, J. T., and Reppert, L. B.: Epistaxis. 
Texas J. Med. 48:256-266, May 1952. 

10. Macbeth, R. G.: Anterior ethmoidal hemorrhage. J. Laryng. & 
Otol. 62:42-47, Jan. 1948. 

11. Hardy, G.: Spontaneous hemorrhage ‘from lateral nasal wall. 
J. Missouri M. A. 49:981-984, Dec. 1952. 

12. Dickie, J. K. M.: Nasal haemorrhage and its treatment. Canad. 
M. A. J. 58:121-126, Feb. 1948. 

13. Kuhn, A. J., and Hallberg, O. E.: Complications of 
packing for epistaxis. A.M.A. Arch, Otolaryng. 62:62-65, July 1955. 

14. Horowitz, S.: Epistaxis; investigation into nasal hemorrhage. 
J. Laryng. & Otol. 65:275-285, April 1951. 

15. Peele, J. C.: Adrenosem in control of hemorrhage from nose and 
throat; preliminary report. A.M.A. Arch. Otolaryng. 61:450-464, 
April 1955. 

16. Jacobson, P.: Vicarious or endocrine bleeding: new theory 
seen spontaneous hemorrhage. Virginia M. Monthly 68:37-39, 
an. 1941. 

17. Jacobson, P.: Psycho-endocrine origin and therapy of recurrent 
spontaneous hemorrhage. Virginia M. Monthly 72:73-80, Feb. 1945. 


& 
{ 
: 
> 
ae 
187 


Cerebrovascular disease* 


GEORGE T. CALEEL, B.S., D.O., Chicago, Illinois 


The purpose of this paper is to present current con- 
cepts concerning occlusive and hemorrhagic cerebro- 
vascular disease. An attempt has been made to 
obtain representative opinions regarding definition, 
classification, clinical aspects, and. management. 


Definition and classification 


The term “stroke” has been retained in the litera- 
ture despite its religious origin and vague diagnostic 
significance. It generally refers to an alteration in 
blood supply to a particular region of the brain, re- 
sulting in focal neurologic signs or symptoms or 
both. A more suitable term is “cerebrovascular dis- 
ease” which can be employed to denote all disorders 
in which one or more cerebral blood vessels are 
primarily involved in a pathologic process. The ab- 
normality may produce a change in the caliber of 
the vessel, affect its permeability to plasma or blood 
cells, directly involve the vascular wall, or produce 
occlusion by thrombosis or embolism. 

There are three stages in the development of 
cerebrovascular disease. First are the pathologic 
changes which involve the vessel, such as athero- 
sclerosis, embolism, thrombosis, malformation, and 
arteritis, all of which eventually result in blockage 
or rupture of the vessel. In this sense, classifications 
of vascular disease can be reduced to “plugs” and 
“leaks.” Second, there are pathologic changes in- 
duced in cerebral tissue as a result of the infarction 
or hemorrhage; and finally, there are neurologic 
manifestations. 

Nine major classifications of cerebrovascular dis- 
ease were presented in a report to the Advisory 
Council for the National Institute of Neurological 
Diseases and Blindness. Except in those diseases 
where only the clinical manifestations are known, 
the basis for this current classification is pathology. 
Following is a condensation of the ischemic and 
hemorrhagic causes of cerebral vascular disease 
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most commonly encountered; this outline will be 
used as a basis for discussion. 
I. Focal ischemia 
A. Insufficiency (intermittent) 
1. Vertebral basilar artery 
2. Carotid artery 
3. Middle cerebral artery 
B. Infarction 
1. Thrombosis (with atherosclerosis ) 
a. Vertebral basilar artery 
b. Carotid artery 
c. Middle cerebral artery 
2. Embolism 
3. Miscellaneous 
a. Syphilitic arteritis 
b. Chronic granulomatous arteritis (Ta- 
kayasu’s syndrome ) 
C. Hemorrhage 
1. Intracerebral 
2. Subarachnoid 
a. Aneurysm 
b. Angioma. 

Focal cerebral ischemia with localizing signs or 
symptoms is now considered to be related to athero- 
sclerotic change within the vessels, because athero- 
sclerotic thrombotic infarction is so often heralded 
by repeated attacks of focal ischemia. Previously 
the term “cerebral vasospasm” was employed to de- 
scribe this condition, since the duration and residual 
effects would support the symptomatic description. 
However, the term is no longer satisfactory. If the 
focal ischemia is transient, not even a mild infarc- 
tion will occur, and the site of the atherosclerotic 
process may be localized from history and signs. 


Arterial insufficiency 


Vertebral basilar artery insufficiency has been de- 
fined by Kubik and Adams,? Millikan and Siekert,’ 
and Fisher.‘ It consists of the sudden onset of ver- 
tigo, dysarthria, diplopia, dysphagia, ataxia, hemi- 
paresis, quadriparesis, numbness involving both 
sides of the body, and temporary blindness if both 
sides are involved. This syndrome is particularly 


suggested by bilateral involvement or a shift in the 
involved side with each attack. 

Intermittent insufficiency of the internal carotid 
artery is characterized by contralateral hemiparesis 
or hemiplegia, ipsilateral monocular blindness, and 
aphagia if the dominant hemisphere is involved. 
Ophthalmodynamometric pressures may or may not 
be persistently lowered on the involved side. 

Carotid arterial occlusive disease is frequently ac- 
companied by ipsilateral monocular blindness and 
changes in ophthalmodynamometric pressure. These 
findings are absent in the middle cerebral artery 
syndrome. Unfortunately, only a small percentage 
of patients with a carotid artery insufficiency syn- 
drome manifest monocular visual defects. Anterior 
and posterior cerebral artery syndromes are also 
known to exist. 

The insufficiency syndromes have several features 
in common, notably their sudden onset, lack of 
premonitory symptoms, transient nature, and usually 
complete recovery. The amount of permanent re- 


sidual neurologic deficit produced by these condi-— 


tions will depend on the degree of circulatory im- 
pairment. The severity and duration of the ischemia, 
development of collateral circulation, duration of 
surrounding edema, and maintenance of adequate 
arterial blood pressure and cardiac output are fac- 
tors in prognosis. It will be immediately recognized 
that these are the same factors that govern the de- 
velopment of myocardial infarction in coronary ar- 
tery disease. 

If appropriate measures are not instituted during 
this stage of the pathologic atherosclerotic process, 
infarction with or without thrombosis generally en- 
sues. The clinical picture of the more serious con- 
ditions is similar to those of the insufficiency syn- 
drome; the main differences are in duration, 
premonitory symptoms, and residual neurologic de- 
ficit. Headache is usually present in these patients. 


Cerebral infarction 


Thrombosis ¢ The clinical picture of thrombotic in- 
farction is one which develops abruptly, usually 
during sleep or within an hour of arising. The neu- 
rologic deficit may be maximal when first discovered, 
or it may require several hours or a day to develop. 
Lesions which require more than 4 days to develop 
are not often of vascular origin. Transient warning 
symptoms usually antedate the full-blown accident. 
Frequently there is evidence of vascular disease 
elsewhere, manifested by myocardial infarction, 
electrocardiographic changes, absent peripheral 
pulse, or some related finding. 

Thrombotic infarction of the carotid artery fre- 
quently produces lowered ophthalmodynamometric 
pressures on the involved side. The latter is quite 
difficult to ascertain at times. Thrombosis in the basi- 
lar vertebral artery is preceded in two thirds of 
cases by symptoms of insufficiency. Because of the 
poor prognosis and great neurologic deficit produced 
by infarction in this area, as well as the favorable 
results obtained by prophylactic therapy, early rec- 
ognition is essential. Facial pain, cerebellar ataxia, 
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Bell’s palsy, Horner’s syndrome, masticatory muscle 
weakness, or palatine weakness may also be present. 

Middle cerebral artery infarction has been over- 
diagnosed in the past, partially because of its simi- 
larity to the internal carotid artery syndrome and 
also because there is no specific treatment for it. 
The spinal fluid of these patients is generally nor- 
mal; however, in massive lesions the protein level 
may rise, though rarely over 100 mg. per 100 cc., 
and the fluid may become slightly xanthochromic. 
The blood sugar of all patients with ischemic or 
hemorrhagic cerebral lesions should be determined 
since the diabetic state accelerates and aggravates 
these conditions. 


Embolism ¢ Embolization of the cerebral arteries is 
most often from a thrombus of cardiac origin. The 
commonest cause is a mural thrombus from the left 
auricular appendage associated with atrial fibrilla- 
tion in atherosclerotic or rheumatic hearts. This 
statement has been made that cerebral embolization 
is most likely to occur in the well-compensated rheu- 
matic patient who is relatively asymptomatic, 
whereas it is infrequent in the decompensated rheu- 
matic patient. At postmortem examination emboli- 


zation must frequently be diagnosed by inference: 


absence of occlusion at the proper site to explain 
the infarction, a ready source of emboli, infarcts in 
other organs, absence of atherosclerosis, and the 
presence of a hemorrhagic infarct. Hemorrhagic in- 
farction is the rule in embolization since there is not 
time for collateral circulation to come into play. 
Other cardiac causes are mural thrombosis associ- 
ated with myocardial infarction, emboli formed 
during paroxysmal arrhythmias, vegetations of sub- 
acute bacterial endocarditis, and less commonly with 
myxoma of the left atrium, congenital heart disease 
with paradoxical embolism, subendocardial fibroe- 
lastosis, and following valvuloplasty. 

Noncardiac causes exist but are relatively rare. 
They include atheromatous plaques in the major 
vessels, fat globules from trauma, air in decompres- 
sion disease or criminal abortion, and metastatic 
tumor cells. Except for the atheromatous plaques, 
these conditions rarely produce a typical picture of 
embolism with infarction. The pulmonary veins may 
also be the source of cerebral emboli as demon- 
strated in postpneumonectomy patients and by oc- 
currence of cerebral abscess in pneumonitis. 

The clinical picture of cerebral embolism is rapid 
in onset and fully developed within minutes. No 
warning symptoms are the rule, except in internal 
carotid artery occlusion proximal to the circle of 
Willis when there may be prodromal symptoms. The 
attack may occur at any time of day or night. The 
neurologic picture will depend on the site of occlu- 
sion. The spinal fluid is essentially negative except 
in rare cares when the erythrocyte count may be 
elevated as high as 5,000 cells per cubic millimeter. 
This rare finding can be attributed to cerebral em- 
bolism only when there is unmistakable collateral 
evidence to support such a diagnosis. 

A “stroke” in a young individual with rheumatic 
heart disease and atrial fibrillation presents no diag- 
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nostic difficulty provided vascular malformation and 
such nonvascular lesions as multiple sclerosis and 
abscess can be ruled out. It is a general rule that 
at any age a rapidly developing “stroke” in associa- 
tion with atrial fibrillation is caused by embolism 
until proved otherwise. A history or clinical evi- 
dence of embolism elsewhere in the body lends addi- 
tional support to the diagnosis of cerebral embolism. 

Embolism from a mural thrombus in myocardial 
infarction is also a possibility; it would therefore 
seem advisable to obtain an electrocardiographic 
tracing in all cases of stroke when the diagnosis is 
uncertain. The other causes are rare; cases of 
“stroke” occurring in a proved subacute bacterial 
endocarditis and possessing the previously men- 
tioned characteristics of embolism are easily ex- 
plained. Paradoxical embolism occurs with septal 
defects; absence of these defects makes the diagnosis 
highly improbable. Collagen disease has also been 
incriminated as a cause of cerebral embolism, par- 
ticularly in cases of verrucous endocarditis classi- 
fied as Libman-Sacks’ disease. Cases of suben- 
docardial fibroelastosis and carcinomatosis require 
diagnosis of the underlying lesion. 


Miscellaneous causes * Other causes of cerebral in- 
farction include cerebral venous thrombosis, cerebral 
arteritis, primarily syphilitic, and systemic hypoten- 
sion. The latter may be produced by Adams-Stokes 
syndrome, traumatic and surgical shock, postural 
causes, myocardial infarction, or sympathectomy. 
Prompt reversal of the hypotensive state frequently 
prevents permanent neurologic deficit. One can 
readily appreciate the importance of maintaining 
blood pressure during surgical procedures, particu- 
larly in elderly patients. These same individuals may 
develop attacks postoperatively when they first at- 
tempt ambulation. Operation is best delayed in an 
elderly individual who complains of numbness or 
paresthesia of a fleeting type, since these symptoms 
may be forewarnings of a cerebral vascular acci- 
dent. 

Several of the hematologic disorders may also be 
responsible for a cerebral vascular accident, includ- 
ing sickle-cell disease, thrombotic thrombocytopenic 
purpura, and polycythemia. 


There are three stages in the 
development of cerebrovascular disease. 
First are the pathologic changes 
which involve the vessels; second, there 
are changes in cerebral tissue as a 
result of infarction or hemorrhage; and 


finally, there are neurologic manifestations 
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The diagnosis of cerebral infarction of undeter- 
mined origin is not frequently being made at pres- 
ent, primarily because pathologists are examining 
the carotid arteries more carefully than in the past. 


Cerebral hemorrhage 


Cerebral hemorrhage may be of two varieties: the 
intracerebral type, in which the spinal fluid is found 
to contain blood in three fourths of cases, and the 
subarachnoid variety, which uniformly produces a 
hemorrhagic spinal fluid. Lumbar tap is frequently 
essential to establish a diagnosis, but it should not 
replace or precede a thorough neurologic evaluation. 
The statement has often been made that spinal tap 
is contraindicated in the presence of elevated spinal 
fluid pressures as manifested by papilledema, be- 
cause of the possibility of herniation of the cerebel- 
lar tonsils or the temporal lobes or both with re- 
sultant compression of vital centers. I have, on many 
occasions, performed this procedure in the presence 
of papilledema, recording pressures in excess of 500 
mm. of water with no apparent deleterious effect on 
the patient. In any event, the Queckenstedt ma- 
neuver is definitely contraindicated in cerebral dis- 
ease. 


Intracerebral hemorrhage ¢ For practical purposes 
it may be said that cerebral hemorrhage is almost 
always associated with high blood pressure. The 
elevation of blood pressure is manifest early and 
frequently is higher at the time of first examination 
than under ordinary circumstances. The great ma- 
jority of these accidents occur when the patient is 
up and about; onset during sleep is rare. There are 
no prodromal symptoms; the attack occurs abruptly 
and develops, on an average, in 1 to 6 hours. 

The clinical picture depends on the site of bleed- 
ing and rapidity of the hemorrhage. Hemorrhage 
almost invariably occurs in brain tissue—that is, 
intracerebrally—and rupture of arteries in the sub- 
arachnoid space is practically unknown. One should 
not think of hypertensive hemorrhage as occurring 
from the large arteries at the base of the brain but 
rather as bleeding which produces accumulations 
which displace brain tissue, and finally rupture into 
the ventricular system and produce hemorrhagic 
spinal fluid. Intracerebral hypertensive hemorrhage 
seems to follow the all-or-none rule, since resump- 
tion or recurrence of bleeding is rare, once it is 
controlled. The overall survival rate is 25 to 30 per 
cent. 


Subarachnoid hemorrhage * A very important 
disorder is the saccular aneurysm which produces a 
syndrome of recurrent subarachnoid hemorrhage. 
The circle of Willis is subarachnoid; hence, blood 
under high pressure escapes into the subarachnoid 
space. These saccules or berries were previously 
considered to be congenital anomalies, but since the 
age incidence of the lesion is 35 to 65 years, it is now 
more correctly regarded as a developmental arterial 
lesion. The most frequent sites are the anterior com- 
municating artery, the origin of the posterior com- 


municating artery, and the bifurcations of the 
middle cerebral artery. These sites account for 85 
per cent of the saccular aneurysms of the circle of 
Willis. 

To think of aneurysms is to think of the anterior 
part of the circle of Willis. Prior to their rupture 
these aneurysms are silent and rarely, if ever, cause 
headache. When they are large, they occasionally 
produce compression with secondary symptoms. 
When rupture does occur, the patient almost always 
loses consciousness rapidly. Lumbar puncture dem- 
onstrates a hemorrhagic spinal fluid under high 
pressure. Characteristically the hemorrhage ceases 
just as abruptly as it began and the patient becomes 
conscious and complains of a severe frontal head- 
ache. Physical exertion often precedes the onset of 
symptoms. 

If blood remains in the subarachnoid space there 
will be no lateralizing signs. Bilateral Babinski signs, 
nuchal rigidity, impaired consciousness, and smooth 
retinal hemorrhages (subhyaloid) are frequently 
present. Third nerve palsy suggests a posterior com- 
municating artery or internal carotid artery stem 
lesion. Gradually progressive blindness in both eyes 
or sudden blindness in one eye point to an aneurysm 
in the anterior cerebral or internal carotid artery. 
Convulsive episodes are not uncommonly caused by 
brain damage. There is an increased incidence of 
polycystic renal disease in connection with saccular 
aneurysms of the circle of Willis, and coarctation of 
the aorta may also be present, particularly in the 
young patient. 

In the majority of cases the patient survives the 
first episode, but recurrence is the rule, most often 
within weeks. With conversative management there 
is a 50 per cent mortality, which obviously indicates 
the need for a more aggressive surgical approach. 

Angiomas or hemangiomas represent developmen- 
tal vascular lesions which present a clinical picture 
very similar to that produced by the saccular aneu- 
rysm. It is axiomatic that subarachnoid hemorrhage 
in a normotensive individual is caused by angioma 
or saccular aneurysm unless it is disproved. The 
patient is usually in the younger age group (under 
25). He complains of a pulsatile noise within the 
head and may suffer from epileptic seizures, sub- 
arachnoid hemorrhage, or both. Auscultation of the 
cranium may reveal a bruit. Roentgen examination 
may demonstrate crescentic calcification within the 
vessel walls; however, cerebral carotid or vertebral 
angiography is usually necessary for an accurate 
diagnosis. 

Trauma must also be mentioned not only as a 
cause of the cerebral vascular accident but also the 
result. The clinical picture is often confusing unless 
an adequate history is available. 

Other causes of cerebral hemorrhage include 
thrombopenic purpura, leukemia, anticoagulants, 
and aplastic anemia. 


Management 


General care * For the patient with atherosclerotic 
cerebral artery disease, management of associated 
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conditions such as diabetes mellitus, obesity, and 
cardiac disease is essential. Although the relation- 
ship of hyperlipemia to cerebral vascular disease is 
not fully established, it would seem worth while to 
outline a program designed to reduce the fat con- 
tent of the blood. Such measures as a low-fat diet, 
particularly emphasizing unsaturated fatty acids of 
vegetable origin, and large doses of nicotinic acid 
may prove beneficial. 

Primary or secondary polycythemia usually re- 
sponds favorably to venesection, reducing the ery- 
throcyte volume by approximately 50 per cent. 
Nervous apprehension may be controlled with 
phenobarbital or mephobarbital. Tranquilizers are 
rarely necessary. Alcohol is not contraindicated; 
however, tobacco is best restricted, particularly in 
the case of insufficiency syndromes. 

General measures for the care of patients suffer- 
ing from minor neurologic deficits are usually mini- 
mal; however, in the moribund patient good sup- 
portive care is mandatory. Adequate respiratory 
exchange often requires suction with a soft rubber 
catheter, bronchoscopic aspiration, or a tracheotomy 
to maintain a patent airway. Atropine may also be 
used to reduce secretions. Frequent turning from 
side to side and administration of osteopathic ma- 
nipulative treatments prevent the development of 
hypostatic pneumonia. Oxygen may be necessary; 
however, it should not be used without adequate 
indication. 

Fluid, electrolyte, and caloric requirements must 
be met. Initially intravenous feedings or myoclysis 
may be employed. Prolonged feedings are best ac- 
complished by use of a nasogastric tube. 

Urinary retention and incontinence are best man- 
aged with an indwelling catheter. Straight drainage 
for a week is acceptable; tidal drainage is best when 
the catheter is allowed to remain for longer periods. 
Daily irrigations, weekly replacement of catheters, 
and use of urinary disinfectants are advisable. 

Good nursing care is of paramount importance. 
Skin care to prevent the development of decubitus 
ulcers and proper elimination deserve attention. 


Rehabilitation * Rehabilitation is a subject which 
requires mention. Because of improved neurosurgi- 
cal technics and control of vascular complications 
(by anticoagulants) and infectious complications 
(by antibiotics ), more hemiplegics survive the acute 
stage. Rehabilitation should begin as soon as feasi- 
ble after the acute phase, which may be within. 24 
hours in some ischemic and infarctive cases or after 
several weeks in hemorrhagic cases. During the 
acute stage care must be exercised to prevent limb 
contractures as the flaccid member becomes spastic. 
Pillows, sandbags, footboards, and splints are effec- 
tive in maintaining the limbs in a neutral position to 
prevent externally rotated hips, flexed knees, foot 
drop, adducted shoulder, flexed elbow and wrist, or 
closed hand. 

Warm applications, massage, electrical muscle 
stimulation, and passive movement of the extremi- 
ties may be employed while the patient is still con- 
fined to bed. Care must be exercised not to injure 
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Because of improved neurosurgical 
technics and control of vascular and 


infectious complications, more 
hemiplegics survive the acute stage. 
Rehabilitation should begin as 
soon as feasible after the acute state, 
which may be within 24 hours in some 
ischemic and infarctive cases or 


after several weeks in hemorrhagic cases 


the joints by excessive movement during the flaccid 
phase. Use of overhead bars, wall-attached pulleys, 
and exercises are also helpful during this stage. 
Eventually the patient is encouraged to sit up to 
facilitate recovery of proprioception. Sitting in a 
wheel chair is next, followed by attempts to ambu- 
late with the aid of a walker, parallel bars, braces, 
and cane. Hydrotherapy, paraffin baths, diathermy, 
ultrasound, and infrared heat may be helpful at this 
stage. Muscle re-education exercises and occupa- 
tional therapy are also of considerable value. 

The goal of rehabilitation is to restore the patient 
to his family as an individual capable of caring for 
himself. Good rehabilitation potential is generally 
indicated by the following: 

1. Age under 55 

2. Left hemiplegia 

3. Early recovery of motor function 

4. No sensory changes 

5. Early appearance of the finger jerk in the 
paretic hand 

6. Minimal or no evidence of mental deterioration 
7. Normal encephalogram or angiogram 

8. Good motivation 

9. Absence of progressive cardiovascular disease. 

Factors which are often associated with poor re- 

habilitation potential include: 

1. Extensive organic brain damage 

2. Age above 55 

3. Persistent flaccid hemiplegia or marked spasticity 

4. Persistent sensory changes, particularly the thal- 
amic pain syndrome 

5. Persistent incoordination and poor balance 

6. Global aphasia 

7. Right hemiplegia 

8. Delayed or minimal motor recovery 

9. Equinovarus deformity of the foot, especially if 
associated with external rotation of the foot 
10. Changes demonstrable by electroencephalogram, 
or demonstrable vascular occlusion on cerebral an- 
giogram 
11. Malignant arterionephrosclerosis, recent myocar- 
dial infarction, intractable congestive heart failure, 
uremia, or angina pectoris on minimal effort 
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12. Short life expectancy 
13. Amputation, especially of the good leg 
14. Poor preillness personality. 


Newer treatment measures * Two additional meas- 
ures have become prominent in the treatment of 
cerebral vascular disease; anticoagulants, and neuro- 
surgery. Anticoagulants are helpful in selected cases; 
however, it is well to emphasize that once the full 
neurologic deficit is realized, no improvement can be 
expected from the use of these agents. 

McDevitt, Wright, and Foley’ have compiled sta- 
tistics which indicate the usefulness of anticoagu- 
lants in embolic conditions such as atrial fibrillation, 
myocardial infarction with a mural thrombus, 
chronic rheumatic heart disease with sinus rhythm, 
intermittent insufficiency of the vertebral basilar 
artery, and the slow stroke syndrome. The use of 
these agents in conditions associated with embolic 
phenomena is self-explanatory, and their use in in- 
sufficiency syndromes to prevent eventual thrombosis 
seems justified by clinical statistics. In vertebral 
basilar artery thrombosis their use prevents exten- 
sion and involvement of additional arterial branches. 
The effects of slow stroke, that is, one developing 
over a period of 1 or 2 days, may be lessened by 
their use. Prior to instituting anticoagulant therapy, 
a lumbar puncture is mandatory to exclude the pos- 
sibility of undiagnosed hemorrhage. 

Anticoagulants should not be employed whan the 
usual contraindications exist or when lumbar punc- 
ture demonstrates erythrocytes in the spinal fluid or 
increased cerebrospinal fluid pressure. No benefit 
can be expected in the presence of a maximal neuro- 
logic deficit, and extreme hypertension interdicts use 
of anticoagulants because of the danger of facilitat- 
ing hemorrhage. The administration of these agents 
has the effect of decreasing adhesiveness of blood 
cells and thus preventing increased cerebral vascular 
resistance and promoting collateral circulation. 

Use of the neurosurgical approach to cerebral 
vascular disease demands an accurate preoperative 
diagnosis.* Since the development of cerebral an- 
giography, accurate diagnosis has become a real 
possibility. The radiologist is now able to visualize 
angiomas, saccular aneurysms, occlusive disease, and 
mass lesions. In addition, interest has been renewed 
in the carotid compression test of Caleb Perry, first 
introduced in the eighteenth century and later eluci- 
dated by Matas. The test consists of cautious com- 
pression of the carotid artery on the contralateral 
side of the suspected lesion. Production of syncope 
suggests a contralateral anterior cerebral or internal 
carotid artery occlusion or narrowing, or a basilar 
vertebral occlusion (partial or complete). The lat- 
ter lesion may produce a positive test on either side. 

There appears to be some disagreement as to the 
safety of cerebral angiography in partial carotid 
artery occlusion. It would appear wiser to defer 
this procedure in the presence of partial carotid 
occlusion, particularly if the dominant side is in- 
volved. The surgical procedures employed are varied 
and their discussion is not within the scope of this 
paper. It may suffice to say that thrombendarterec- 


tomy (intimectomy) in partial carotid artery occlu- 
sions has had favorable results. Other more direct 
surgical attacks are employed in angiomatous and 
aneurysmal lesions. 

Stellate ganglion block may be of some value in 
selected cases. Hypothermia has been employed 
with early operative treatment of saccular aneu- 
rysms. Hypotension has been employed when hem- 
orrhage continues. 

Finally, there appears to be some benefit in teach- 
ing patients to compress the carotid arterial circu- 
lation daily to cause dilation and facilitate the 
development of collateral circulation. 


Summary 


The diagnosis of cerebrovascular disease may be 
managed in an orderly fashion by checking for cer- 
tain diagnostic criteria. 

Atheromatous cerebral infarction is characterized 
by prodromal episodes, gradual evolution over a 
period of minutes to hours, relative preservation of 
consciousness, clear cerebrospinal fluid, evidence of 
atherosclerosis, and the presence of associated con- 
ditions such as diabetes mellitus, xanthomatosis, or 
hypertension. Embolic arterial occlusion is indicated 
by sudden onset, absence of prodromal symptoms, 
relative preservation of consciousness, clear cerebro- 
spinal fluid, rapid improvement at times, focal neu- 
rologic signs, source of emboli (usually the heart), 
and evidence of embolism elsewhere. 

Intracerebral hemorrhage presents grossly hemor- 
rhagic spinal fluid, hypertension, rapid evolution, 
slower onset, rapid progression to coma, and head- 
ache if the patient is conscious. Primary subarach- 
noid hemorrhage produces sudden onset of severe 
headache, nuchal rigidity, grossly bloody spinal 
fluid, absence of focal neurologic signs, relatively 
transitory disturbance of consciousness, and sub- 
hyaloid (preretinal) hemorrhage. Subarachnoid 
hemorrhage secondary to vascular malformation be- 
comes a tenable diagnosis when there are repeated 
attacks of hemorrhage, antecedent epilepsy or focal 
cerebral symptoms, presence of a cranial bruit, stroke 
in a young individual with bloody spinal fluid and 
absence of hypertension, subhyaloid retinal hemor- 
rhage, retinal angiomas, and characteristic calcifica- 
tion in skull roentgenograms. The presence of leu- 
kemia, thrombopenia, aplastic anemia, et cetera, 
favor a diagnosis of hemorrhagic diasthesis, especial- 
ly when other evidence of hemorrhagic involvement 
exists. 

Anticoagulant therapy in those conditions pre- 
viously listed may prevent permanent neurologic 
deficit; however, a lumbar tap to exclude cerebral 
hemorrhage is mandatory. The electroencephalogram 


is abnormal in most major strokes and is a useful 


means of following the natural course of the illness; 
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however, its usefulness in diagnosis of cerebrovascu- 
lar disease has yet to be determined. Ophthalmo- 
dynamometry is proving a valuable aid in the diag- 
nosis of intermittent insufficiency or carotid 
occlusion; however, a negative test does not rule 
out the possibility of carotid involvement. Cerebral 
angiography has proved to be a valuable aid in 
diagnosis, particularly to the neurosurgeon. The 
concensus of opinion at the present time is that 
carotid angiography is contraindicated in intermit- 
tent carotid insufficiency, particularly when the 
dominant side is involved. Neurosurgical technics 
offer favorable therapeutic results in selected cases 
of occlusive and developmental cerebrovascular 
lesions. 

Cerebrovascular disease has become the third 
ranking cause of death in this country. The need 
for improved methods of diagnosis and treatment 
is apparent. Early recognition of vascular develop- 
mental lesions and their active treatment may pre- 
vent future permanent neurologic damage. The 
early discovery and adequate control of diabetes 
mellitus, hypertension, and xanthomatosis will re- 
duce the incidence of these diseases. Physicians 
should undertake the establishment of a de- 
finitive diagnosis in all cases and avoid “waste basket” 
diagnoses such as “cerebral vascular lesion of un- 
determined cause.” The use of specialized diagnos- 
tic procedures such as electroencephalography, an- 
giography, ophthalmodynamometry, and lumbar 
puncture may facilitate diagnosis; however, careful 
history and physical examination remain the key- 


stones to the diagnostic structure. 
Chicago Osteopathic Hospital, 5250 S. Ellis Ave. 
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DAVID J. SIMON, D.O., Los Angeles, California 


This discussion is directed to those who are con- 
cerned with the prevention or management of hand 
disability. Increased physician awareness in this 
problem area can reduce the incidence of crippled, 
deformed and useless hands. Such a useless hand re- 
sults when it is permitted to stiffen in a position of 
dysfunction. The hand that is subjected to prolonged 
and possibly perfunctory physical therapy while 
awaiting return of median, radial, and particularly 
ulnar nerve function, after trauma or surgical repair, 
is all too frequently neglected insofar as maintaining 
it in mechanically optimal functional position is con- 
cerned. If possible, this functional position should 
be persistently maintained even in the face of a 
negative prognosis for return of nerve function, since 
later surgical rehabilitation by such procedures as 
bone blocks or tendon transfers will thereby be en- 
hanced. 

Changes may occur rapidly in the traumatized, 
paralyzed, or rheumatoid hand. Such hands have an 
unfortunately strong predilection to stiffen in a posi- 
tion of nonfunction, especially in the presence of 
brawny edema.’ These changes are very difficult to 
correct later.2 Edema, stiffness, and atrophy are en- 
hanced by prolonged rigid immobilization or con- 
stricting bands, particularly in aged and arthritic pa- 
tients.’ Joint capsular shrinkage is a key feature of 
hand contracture and is usually secondary to an un- 
desirable hand position and to muscle shortening. 
Early conservative treatment, consisting of properly 
prescribed corrective splinting in conjunction with 
manipulation* and exercises, frequently produces re- 
sults far superior to later operative correction.‘ 

This paper will briefly consider the purpose of the 
splint, its role in a total approach to the patient, 
indications for hand splinting, hand function and 
evaluation, and certain associated problems. The 
purposes of splints and their construction are neces- 


®This paper was written during fellowship training at the College of 
Osteopathic Physicians and Surgeons, Los Angeles, under the Mead 
Johnson Graduate Education Program. 
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Introduction to hand splinting* 


sarily subject to many variations, so that the follow- 
ing discussion is in the nature of a general introduc- 
tion, with certain general rules invalid under special 
circumstances.® Specific details of splint types or the 
training programs that may be necessary to their 
use will be omitted at this time. Those who wish 
further information will do well to consult texts by 
Anderson® or Bunnell. It was my good fortune to 
have been exposed to the point of view of the 
Rancho Los Amigos hand splint program as pre- 
sented by the University of California at Los An- 
geles Prosthetics Education Program, and theirs is 
the approach that will be generally followed. 


Splint classification and purposes 


Hand splints may be classified as (1) supportive, 
(2) assistive, (3) corrective, (4) or a combination of 
the preceding. In purpose, they can be static (to 
passively maintain a given position so as to support 
or protect, or oppose contracture) or dynamic (have 
built-in provision for active use, motion, or thera- 
peutic exercise). The dynamic splint is preferred 
whenever possible since by means of support and 
guided assistance it encourages near normal motion. 
Static splints are usually supportive or corrective.’ 

In general, splinting serves to prevent deformity, 
especially when carried out early. Early splinting 
takes advantage of that time when the patient is still 
interested in doing things for himself and remembers 
the advantages and technics of using two hands. 
Later it becomes easier to permit someone else to 
button his buttons rather than learning to use an 
appliance to accomplish self-care. At the hospital, 
where a number of patients may be in splints, there 
is less likely to be patient resistance, for during such 
a time the patient is not unlike others. Later, in an- 
other environment, he may resist being made differ- 
ent by having to wear a device. 

The device can be allowed to interfere with hand 
function only on a short, temporary basis while some 
other necessary purpose is served, since the end ob- 
jective of these devices is to improve hand function. 
Rank and Wakefield® state that 3 weeks is the out- 


side limit for continuous immobilization of a hand 
in any other position other than one of function, es- 
pecially in finger extension. 

As for the splint itself, it should be light, compact, 
cosmetically acceptable, easily applied, and com- 
fortable. Good pressure distribution prevents forma- 
tion of serious pressure points. The device should 
restrict or interfere with function as little as possible; 
for example, a volar cock-up splint should extend 
only to the distal palmar crease so that full meta- 
carpophalangeal flexion is permitted. Wrist cock-up 
may be achieved by splints that leave the palmar 
aspect of the hand free for occupational therapy. 
Devices should be kept simple so that where feasible 
the family or hospital staff, including attendants, can 
easily apply, remove, or make minor adjustments in 
them. Braces are commonly discarded unless these 
points are observed. The orthotist (brace-maker) 
and occupational therapist should be encouraged to 
feel free, in consultation with the physician, to show 
initiative in modifying the device and its use. 

While a splint should not in itself be expected to 
stretch out all hand contractures by gradually draw- 
ing a joint into flexion or extension, it will serve well 
to help maintain and extend the very gradual cor- 
rective gains of occupational or physical therapy. 
Continuous mild stretch, well within patient toler- 
ance, by Bunnell-type splints may be maintained 
continuously throughout the 24-hour day but re- 
leased every 1 or 2 hours, when the patient is awake, 
for brief exercise; or it may be worn 22 hours a day 
and released for 2 hours. Although many are of the 
opinion that these splints correct by mild stretching, 
others do not subscribe to this thought, stating that 
the tension must be so mild that there is no stretch- 
ing.® In the latter case the splint takes up slack but 
never exerts any bearing-down type of stretch. 

Blanching or brownish discoloration over pressure 
areas may be the first evidence of ischemia. Pro- 
longed or rigorous passive forcing of finger joint 
contractures is traumatic and leads to further loss of 
motion. As in the.case of other diarthrodial joints, 
it should be kept in mind that zeal for mobility 
should not lead to loss of even more essential sta- 


bility. The therapeutic goal is a useful range of - 


motion. 


Indications 


Prescription of a functional device by the physi- 
cian should be considered whenever hand disability 
arises, particularly in the course of the following sit- 
uations: 

After operations or trauma, splints designed for 
functional exercises may be immediately applied al- 
though the exercise potential of the splint should not 
be utilized until the inflammatory reaction has suffi- 
ciently subsided.1_ Movement serves to pump away 
protein-rich edema fluid and to prevent its fibrin 
from gluing down joints and tendons. Movement 
should be called for early in any part of the hand 
where strict immobilization is not required.1? A 
splint may serve to mobilize the hand in a case 
where generalized hand pain is controlled by fixing 
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the painful area, thus freeing other parts of the hand 
for motion. 

Unfortunately, at times it is not possible in the 
immediate postoperative period to place the hand in 
a functional position. Newly repaired nerves, liga- 
ments, and tendons must be protected from tension; 
for example, tendon repair at the flexor surfaces of 
the wrist or finger requires immobilization in volar 
flexion. In such a case, a plaster of paris or other 
supportive splint may be followed in 2 or 3 weeks by 
more dynamic splinting. Sponsel'* has outlined a 
postoperative program of progressive splinting and 
activity for such finger injuries. In neuromuscular 
disorders or trauma, in the absence of bone or joint 
injury and after any need for primary healing is met, 
strict immobilization is seldom required." 

Splints may be used almost routinely preopera- 
tively to “prove out” contemplated procedures. For 
example, if opponens bone block and interphalangeal 
fusion to produce a flexor hinge hand is contemplat- 
ed, splinting can be used to demonstrate to the pa- 
tient what can be expected. Postoperative training, 
as following tendon transfer, is also facilitated. For 
example, the uncooperative patient who, following 
a successful opponensplasty, continues to use his 
strong thumb adductors can be led into using the 
correct motion by a brace. It is to be expected that 
most hand splints will be discarded as the patient 
improves or as the splinting is replaced by surgical 
correction. 

Following tendon transplantation, the part is sup- 
ported in an overcorrection of the desired position so 
that the transplanted tendon is relaxed. Green’ 
states that in most cases by the fifth to seventh post- 
operative day the operative reaction has sufficiently 
subsided so that gentle guided (manually assisted) 
exploratory exercises over a very small range may be 
started. For a considerable period, even after the 
transplant is functioning well, a night splint is often 
indicated to combat tendency to contracture. 

Following major nerve repair, absolute immobili- 
zation is to be maintained for 2 weeks, after which 
a supervised gradual program of limited active use 
is begun. In the case of tendon repair it is not safe 
to begin active movements until after the third post- 
operative week has passed, according to Rank and 
Wakefield.* Early primary healing takes precedence 
over active function. Too early use of hands with 
soft tissue injuries will retard healing, while early 
healing will permit earlier movement. 

In a post-injury phase where healing is by second 
intention, the resultant scar tissue limits movement 
and commonly is painful or ulcerated. As the scar 
matures to adult fibrous tissue containing no elastic 
tissue, it contracts. This contraction cannot be pre- 
vented, assert Rank and Wakefield,* by external 
splints. The phase of contracting lasts a minimum 
of 3 months. During a period of splint removal, 
within a few minutes contracture may rapidly prog- 
ress to a point where it is impossible to reapply the 
splint without traumatic manipulation, which of 
course produces further scarring. This inevitable 
scarring may best be met by allowing the hand to 
scar as nearly as possible in a position of function. 
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Increased physician awareness of 
the prevention or management of hand 
disability can reduce the 
incidence of crippled, deformed, and 
useless hands. Such a useless 
hand results when it is permitted to 
stiffen in a position of dysfunction 


After maturation, stretching procedures stretch the 
surrounding tissues, not the scar.® 

Patients with nerve injury paralysis or those who 
are quadriplegic as a result of polio or cord injury 
are often good hand splint candidates. One of the 
earliest concerns in protecting their paralyzed hands 
should be to prevent prolonged overstretching of 
weakened muscles.’° 

Bennett,® in considering the early convalescent 
care of the severely paralyzed flaccid upper extrem- 
ity, differentiates between the protection and sup- 
port required at the elbow and shoulder as compared 
with the wrist and hand. For the former, varying 
pain-free positions changed every few hours, which 
do not place the muscle in complete extension, are 
sufficient. In contrast, the wrist and hand are imme- 
diately evaluated for a splint which should then be 
applied as early as possible. Rubber bands or springs 
may assist weak muscles, discouraging deformities 
commonly resulting from muscle imbalance or unde- 
sirable muscle substitutions. 

An increasing number of quadriplegic patients are 
surviving trauma to the cervical cord, especially 
fracture dislocations of the sixth on the seventh cer- 
vical vertebra or the seventh cervical on the first 
thoracic.** In those cervical spinal cord lesions be- 
low the sixth segment, sufficient wrist extensor 
activity is usually preserved to take advantage of 
residual finger flexor tension to close the hand on 
wrist extension (tenodesis action). True grasp and 
release, as afforded by the extrinsic finger flexors 
and extensors, is present if the seventh cervical 
segment is spared, although the grasp is weak 
and lacks dexterity because functioning intrinsics 
are absent. Improved anesthetic and surgical proce- 
dures now permit reconstructive surgery in the pres- 
ence of severe respiratory paralysis. The creation of 
a useful hand for the quadriplegic respiratory cripple 
greatly aids rehabilitation.’” 

In general, more beneficial results are to be ex- 
pected from splinting the flaccid hand than one that 
is persistently spastic. I have been unimpressed by 
results in the few hands I have seen splinted with 
functional assistive devices in the adult spastic hemi- 
plegic following a cerebrovacular lesion. Multiple 
problems of spasticity, poor grasp release, mass 
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movement synergies,'* and cortical sensory defects" 
such as astereognosis, position sense loss, or limita- 
tions due to anosognosia or apraxia are responsible 
for this. Learning deficits such as concretistic think- 
ing or impaired memory for recent events may fur- 
ther limit ability to retain training.” When the brain 
damage is caused by trauma, it is reported that re- 
sults of splinting are more satisfactory than when it 
is due to a vascular stroke. 

The hand splint has prophylactic value as a night 
splint or corrective value when neglect has permit- 
ted deforming contractures to occur. For day use, 
instead of a splint, a “handy hook,” positioned in the 
palm and operated by remote muscular control, cre- 
ates in effect prosthetic hand which might serve 
certain hemiplegics or quadriplegics if they can ac- 
cept it. In such a case, a simple second splint might 
also be prescribed for night use if contractures are a 
problem. The handy hook is also useful for com- 
plete “flail hands” when other splinting is not prac- 
ticable. If the patient has one good hand this hook 
serves as a controlled item against which to work as 
well as providing some basic grasp and release." 

Where basic volitional grasp and release are pos- 
sible and pinch grasp will be useful, a so-called C- 
bar, shaped to fit against the C-shape of the thumb 
web, may give the patient a functionally abducted 
thumb position. Unfortunately, splinting which by 
contact stimulates the hemiplegic’s palm is likely to 
increase the flexor spasticity of the fingers. The dor- 
siflexed wrist is also to be avoided where it is evi- 
dent that this position will stimulate the hyperactive 
stretch reflex of the long finger flexors. This is espe- 
cially undesirable during the period of spontaneous 
recovery of motor function after the acute stroke. If 
it is elected to splint, Treanor? suggests that the 
hemiparetic’s wrist be placed in slight palmar flexion 
to avoid flexor facilitation. For the cerebral palsied 
hemiplegic child, early functional bracing can be the 
key to the prevention of such disabling deformities 
as thumb web adduction contracture. Even when 
the prognosis is hopeless, as in amyotrophic lateral 
sclerosis, a temporary opponens splint may preserve 
sufficient hand function for a time by permitting 
thumb opposition. Other indications include arthritic 
disability, arthrogryposis, congenital anomalies, 
muscular atrophies or dystrophies, and burns. 

The use of splints in burn cases is severely limited 
by such problems as tissue tolerance and the seem- 
ingly inexorable march of contracture. For deep 
partial thickness burns (deep second-degree burns), 
each finger is dressed separately with petrolatum- 
impregnated Surgitube or other tubular gauze. Then 
a single layer (to permit escape of exudate) of fine 
mesh petrolatum gauze is applied to the hand, and 
so forth. Finally, the whole area is covered by a firm 
but nontight compression dressing and splinted in a 
position of function.”* If the patient is by mischance 
permitted to maintain his wrist in flexion, the pull of 
the skin on the dorsum will eventually cause hyper- 
extension contractures of the metacarpophalangeal 
joints.* The first dressing is not removed for 10 days 
to 3 weeks unless otherwise indicated. - Nichols? 
states that for hand burns in a person over age 30, 


motion should be started within at least 2 weeks, 
avoiding stretch and strain, to minimize skin con- 
tractures and secondary contracture of muscles and 
joints. Persons who are especially susceptible to 
keloid formation are particularly prone to contrac- 


ture. 

If it is elected to treat third-degree burns of the 
dorsum with early (2 or 3 days postburn) excision 
and grafting, an attempt is made, with a large pres- 
sure dressing, to maintain complete thumb abduc- 
tion and 90-degree knuckle joint flexion, to obtain 
maximal stretching of the posterior capsule and lat- 
eral ligaments. Limited active movement and other 
types of physical therapy are begun when the sur- 
geon has determined that the graft has “taken,” 
usually 8 to 10 days after the grafting. 

After skin healing, splinting can only decrease but 
not prevent contractures which slowly progress over 
many months. As contractures develop, the hand 
should be splinted in positions which tend to oppose 
contracture progression, using dynamic elastic or 
spring splints which permit exercise. Splints may 
also be elected to obtain ankylosis in good position, 
that is, with fingers in moderate flexion. Close super- 
vision of these splinting procedures by the hand 
surgeon, is strongly advised. For example, intermit- 
tent motion may irritate scar structures so as to favor 
keloid formation.’ 


Hand function: grasp analysis 


The hand may be analyzed in terms of four basic 
prehension patterns. 

1. First is fingertip prehension (pinch) in which 
the index and middle finger oppose the thumb. This 
is useful for handling small objects such as a button 
or to form a three-jawed chuck as in pen holding. 
It is the most versatile and serviceable of the pat- 
terns. 

2. Lateral prehension, as produced by the ball of 
the thumb against the side of the index finger, pro- 
duces more strength but less dexterity. This pattern 
may meet many of the needs of certain disabled 
hands, as in the quadriplegic or late rheumatoid pa- 
tient. Stability of the thumb and index finger is 
essential. 

3. The large grasp enables the person to grasp 
spherical or cylindrical objects such as a ball or wa- 
ter tumbler. Strong grasp requires the muscular 
participation of the ulnar side of the hand. 

4. The hook position is that grasp used to carry a 
suitcase, and is probably the least functional position. 

Hand evaluation and rehabilitation goals as well 
as progress may be phrased in terms of these pat- 
terns of grasp. 


Functional hand position 


Wherever possible, the goal should be to repro- 
duce the normal functional position. This closely 
resembles the attitude into which a normal hand 
naturally falls when held relaxed, with the back of 
the hand facing the ground, and very loosely and 
comfortably grasping an ophthalmoscope handle at 
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Fig. |. A functional hand position. (The wrist extension appears 
exaggerated since this photo was taken from a position somewhat 
below the limb.) 


an angle. Others may prefer an image of the hand 
position assumed when grasping a glass of beer. 
Since motion is of no use if it cannot be controlled, 
the aim might be better restated as attaining the 
position which will best allow carefully controlled 
motion to occur. The functional position is defined as: 

1. Thirty degrees of wrist extension (though this 
may vary with the needs of the individual). While 
30 degrees is ideal, a major part of hand function 
can be acceptably accomplished with the wrist in 
neutral or seldom more than 15 degrees of exten 
sion.® 

2. Fingers moderately flexed in all their joints, 
with progressively more flexion as we pass from the 
index to the little finger. 

3. The thumb is in a near extended, abducted, and 
opposed position, in line with the radius. It should 
be opposed in front of the index and middle fingers. 
Unfortunately, no splint can completely correct the 
external rotation malposition of the thumb. This 
rotation may be evaluated by noting the angle be- 
tween the planes of the thumb nail and the palm. 

In essence, hand function requires stabilized inter- 
phalangeal joints, and opposed thumb, and finger 
motion that centers at the metacarpophalangeal 
joints. Compare this with the common position of 
nonfunction demonstrated by the neglected hand: 
wrist flexed, knuckle joints extended and fingers 
clawed, thumb at the side of and in a plane with the 
hand, and the metacarpal and carpal palmar arches 
flattened.’ 


Evaluation 


A good working knowledge of muscle innervation, 
origin, and insertion, and of sensory factors, manual 
muscle testing, and normal joint mobility is pre- 
sumed. Certain points peculiar to particular hand 
problems will be emphasized in this section by 
means of questions and examples. One may begin 
with a general over-all impression; for example, one 
may describe a case of neglected paralytic weakness 
or imbalance of the intrinsic hand muscles which 
has produced the inevitable claw-type hand with its 
hyperextended knuckle joints and flexed interphalan- 
geal joint contractures. In addition, make use of pa- 
tient’s normal hand, wherever possible, for com- 
parison. 

1. Skin. Check for limiting or inelastic scars or 
areas which may be unable to tolerate friction. Is 
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Rehabilitation of the hand begins 
with the initial care of the 
injury or other pathologic condition 
and is not a separate later phase. The 
latter practice too often leads to 
attempts at salvation rather 
than to true rehabilitation 


circulation adequate? Is the skin fixed to tendons or 
other underlying structures? Is there edema or ul- 
ceration? 

2. Sensation. Pain and temperature sense are re- 
quired to protect the skin against noxious stimuli. 
Position and touch sense are required for a produc- 
tive useful hand. In this latter sense, splinting a 
hand that lacks proprioception or stereognosis, as for 
certain brain-damaged patients, may be of question- 
able value unless it is needed to prevent deformity. 
An anesthetic hand may well tolerate a hand splint 
if the patient will frequently check his limb for evi- 
dence of incipient damage. When skin and sensation 
are adequate and the hand is pain-free, splint tol- 
erance may be more a direct function of patient mo- 
tivation than any other factor. 

3. Passive and active range of motion. All ranges 
of individual joint motion should be measured by 
means of a goniometer and the palmar arch checked 
for flattening. The flat hand deformity resulting 
from a flattened metacarpal arch markedly limits the 
ability of the fingers to converge in flexion and of 
the thumb to oppose. 

If a printed form is used on which normal ranges 
are listed it is easy for the examiner to record each 
joint range as “full” or “lacks x degrees.” When con- 
sidering dynamic splinting we are usually most in- 
terested in recording that part of the range of motion 
through which the joint is moved with relative ease 
during its testing, the so-called easy range. The final 
10 or 15 degrees, if obtained against resistance, are 
not likely to be functional as the patient may rapidly 
fatigue or be totally unable to carry out this action 
in a splint which is designed for use of the “difficult 
range.” 

Careful measurements may be easily made once 
a standard method is adopted since minute precision 
to the last few degrees is not critical. An additional 
rapidly assessed baseline of total passive as well as 
active digital motion is made by noting the distance 
in inches at the fingertip lacking of full extension as 
measured to a straight line projected forward from 
the dorsum of the hand. The vertical distance from 
the pulp of the maximally flexed finger to the palm 
or the distal palmar crease is measured next. Note 
thumb opposition, flexion and abduction, extension, 
and the angle at the thumb web between the first 
and second metacarpal. Deforming contractures in- 
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volving the thumb and its metacarpal may be antici- 
pated and controlled by proper early splinting. 

Is restriction dermogenic or musculotendinous, or 
does it involve joint structures? Sufficient tautness in 
certain tendons may serve a beneficial purpose. In 
the absence of active finger extensors the hand may 
be opened through tenodesis action by dropping the 
wrist passively into flexion. This will, by means of a 
passive long extensor pull, extend the fingers at the 
knuckle joints. 

A consideration of return or opposing action may 
enter into the evaluation at this time. If muscle ac- 
tion is to be replaced by assists, these assists must be 
balanced or opposed by some antagonistic force. 
For example, elastic assists such as rubber bands or 
springs carry the part in only one direction; of course 
an antagonistic action is then required to return this 
part. Such action may be provided by either a 
muscle antagonist, or gravity, or tenodesis. 

One of the most important ranges for the examiner 
to note is at the knuckle joints. If the hand has been 
protected in a position of function a small degree of 
motion at the knuckle joints may be translated into 
end-to-end finger-to-thumb contact or other useful 
grasp. 

4. Muscle strength, grip patterns, and deforming 
forces. First note which prehension patterns, if any, 
are possible. Can basic grip and release be accom- 
plished? Muscles are then graded on the Lovett 
scale of manual muscle testing as normal, good, fair, 
poor, trace, or zero. Note whether a given muscle 
carries out its primary function or if it is being 
utilized in a pattern of substitution for other muscles. 
For example, is the wrist being flexed and extended 
only by the long flexors and extensors of the fingers? 
If the fingers must first come up before the wrist 
extends, a weak grasp results. Where excessive wrist 
flexion exists, a splint component such as a stop may 
effectively limit this. Is stabilization indicated for 
wrist weakness or deviation, or does a need for wrist 
mobility dictate a hinged wrist component? Is wrist 
musculature sufficiently well balanced to permit use 
of a short splint? 

Is thumb opposition lost and substituted for by 
lateral prehension through action of long and short 
thumb flexors and thumb adductor? Check the first 
dorsal interosseus muscle for strength sufficient to 
stabilize the index finger for useful lateral pre- 
hension. 

Is knuckle joint flexion, so vital for grasp, pro- 
duced by the long flexors of the fingers rather than 
by the intrinsic flexors? If this is so, can interphalan- 
geal joint flexion be blocked so that these long flexors 
will flex only the metacarpophalangeal joint? 

Are these substitutions or imbalances deforming or 
wasting useful muscle power? For example, in the 
patient who is quadriplegic following a cervical cord 
lesion, where the extensor carpi radialis longus is the 
main wrist extensor, much extensor strength may be 
wasted in radial deviation. If this radial deviation is 
sufficiently strong and a broad surface is available, 
the deviation may be blocked. In general, however, 
it is better to avoid discomfort by splinting with the 
deviation rather than opposing it. 


Is there a need for therapeutic exercise? A choice 
of any one of several differently designed splints is 
usually available for a given hand problem. By pre- 
scribing a splint which is designed for either the 
flexor or extensor surface of a part one can choose 
whether graded resistance is to be offered to the 
flexors or extensors of wrist or fingers. 

With the exception of certain hand-to-face activi- 
ties, most hand activities require pronation; conse- 
quently, hand evaluation should be with hand in 
pronation. The status of the upper arm can be de- 
cisive. If only an isolated bicep is available for 
elbow flexion, supination occurs when this bicep 
contracts. Should the hand splint be designed for 
pronation, it may be largely useless in this situation 
without such pronation. 

5. Factors relating to other segments, activity 
range, and need for adapted equipment. Are there 
problems of elbow or shoulder disability, head con- 
trol, or trunk stability? For example, is the assistive 
device to be used in conjunction with an overhead 
sling or a high lap-board to facilitate shoulder and 
elbow function? Will the patient be propelling a 
wheelchair? What is the activity range in which the 
device will be used? Functional bracing in particu- 
lar is founded upon a detailed appreciation by the 
rehabilitation team and the patient of absent or defi- 
cient self-care activities and the determination of 
independence goals. What is the evaluation of the 
occupational therapist concerning the activities of 
daily living and what adapted equipment or gadgets 
for eating, hygiene, communication, vocations, and 
hobbies are contemplated??> By means of a func- 
tional activities evaluation, the therapist may note 
what happens when stability is gained at the expense 
of mobility and determine whether the patient is 
willing to give up this mobility. 

It is of definite value for the occupational therapist 
to have on hand a number of different hand devices 
in several sizes for trial and error use. This may be 
begun on relatively inexpensive basis by stocking a 
number of the available Bunnell-type splints until 
experience and necessity dictate purchase of other 
types. 

Following an evaluation of this nature, an estimate 
of therapeutic potential can be made which leads to 
a decision, after several sessions and consultations as 
indicated, to aim for the reproduction of normal 
function or perhaps to content ourselves with basic 
grasp and release. Further decisive factors might 
hinge on the prognosis of a given nerve lesion, that 
is, is damage permanent or temporary? Electromy- 
ography, to differentiate disuse from denervation 
atrophy, can be valuable in this case.**:*’ If there is 
trauma, the prognosis for good tissue recovery or 
subsequent plastic procedures must be considered. 
Where a volar wrist laceration divides nerves and 
tendons, it can be anticipated that tendon repair will 
restore the function of the long finger flexors but 
that reinnervation of the intrinsic hand muscles will 
be much more delayed. Finger joint flexion contrac- 
ture is to be strongly anticipated unless a dynamic 
elastic finger extension splint is applied. 

This discussion has been somewhat limited by the 
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Fig. 2. A stiffened, disabled hand. Note the hyperextension, con- 
tractures at the knuckle joints. The thumb is useless since it is fixed 
to the side of the hand by adduction contracture. The palmar 
arches are flattened. 


fact that evaluation will be further colored by one’s 
familiarity with various appliances. Evaluation 
would further include consideration of potential sur- 
gical reconstruction which may be proved out or 
supplemented by bracing. 


Prescription and follow-up 


Splint prescription follows rehabilitation team con- 
sultation and a working agreement between physi- 
cian, patient, and therapist as to the purpose of the 
splint. The physician should not, by abdicating his 
responsibility, force the bracemaker or other para- 
medical personnel to assume responsibility for pre- 
scribing any brace. The therapist’s training and skill 
does, however, enable him to note splinting prob- 
lems and make important suggestions for improving 
the device. Frequent rechecks are needed to de- 
termine if change in functional ability necessitates 
modification, discontinuance, or corrective surgery. 
For example, a given static support prescribed for a 
peripheral nerve injury may be modified to a dy- 
namic support as regeneration occurs. 

Complicated and tricky problems may be expect- 
ed when considering prescription of functional de- 
vices for the severely weakened upper extremity 
where disability includes segments beyond the hand. 
It should be anticipated that these may require a 
prolonged training period to permit trial-and-error 
use and frequent adjustments before the value and 


Fig. 3. A dynamic and corrective lightweight splint. It was pre- 


scribed for the patient in Figure 2, to be used in conjunction with 


a specific program of physical therapy designed to gain knuckle 
joint flexion, to stretch out the thumb adduction contracture, and 
to restore the palmar arches. 
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limitations of the device and the final prescription 
can be determined. Such complicated cases should 
be referred to facilities which are equipped to pro- 
vide such service.** 


Summary 


Increased physician awareness can save hands. In 


this paper it has been suggested that this includes an 


awareness of the indications for early hand splinting 
and the role of splinting in a total rehabilitation pro- 
gram. An approach to prescription has been out- 
lined. Splint prescription follows study of the pa- 
tient, including careful manual muscle testing, joint 
ranging, sensory evaluation, a consideration of pa- 
tient motivation, and other procedures necessary for 
full medical diagnosis and prognosis as well as con- 
sideration of any contemplated surgical reconstruc- 
tion. Vital are a free exchange of information be- 
tween medical specialties and all members of the 
rehabilitation team, and the evolution of a long-term 
plan of management, including goals. 

Rehabilitation of the hand begins with the initial 
care of the injury or other pathologic condition and 
is not a separate later phase. The latter practice too 
often leads to attempts at salvation rather than to 


true rehabilitation. 
Los Angeles Rehabilitation Center, 1225 N. Mission Rd. 
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HAROLD L. BRUNER, D.O., F.A.C.O.1., Philadel- 
phia, Pennsylvania 


With the development of the first antihistamines, 
it was hoped that allergies in general would soon 
be under control. Now, 16 years later, antihista- 
mines are no longer considered a possible panacea. 
They have been assigned a more limited role in 
keeping with the newer concept that an allergic 
reaction is not simply a histamine response. Other 
factors, particularly serotonin, are believed to be 
intimately involved. 

Antihistamines are most effective in hay fever 
and allergic rhinitis and least effective in asthma 
and atopic dermatitis. Furthermore, their useful- 
ness has been limited by the frequency of side ef- 
fects, particularly drowsiness. The primary value 
of antihistamines is to afford symptomatic relief. 
They can, however, serve as specific therapy in mild, 
transient allergic manifestations. In more severe 
states, desensitization is specific therapy, and anti- 
histamines are used adjunctively. 

Because of the proved value of antihistamines, re- 
search has continued. to develop new products to 
broaden the field of usefulness and eliminate un- 
toward responses. One of these antiallergic drugs 
with a significant potential is isothipendyl hydro- 
chloride, a derivative of a new group of compounds, 
the thiophenylpyridylamines. This new series is 
chemically related to the phenothiazines, but while 
isothipendyl retains the antihistaminic potency, it 
does not have the sedative effect.’ In addition, this 
new drug has antiserotonin and spasmolytic prop- 
erties, both of which can be of significant benefit 
in the treatment of allergic conditions. 

The 53 patients in this survey were seen either 
in private practice or in the Allergy Clinic. There 
were 20 males and 33 females whose ages ranged 
from 1 to 76 years. The diagnoses covered the 
usual wide range of allergic manifestations: peren- 
nial or seasonal rhinitis, 25 cases; asthma, 12 cases; 
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A new antihistamine 
Its usage in allergic states 


bronchitis, 8 cases; urticaria and food allergies, 2 
cases each; and migraine, neurodermatitis, gastro- 
intestinal allergy, and allergy to dust, 1 case each. 
If a patient had more than one clinical evidence 
of allergy, he was classified according to the most 
prominent symptom. 

Whenever feasible the basic therapy was hypo- 
sensitization. This procedure was carried out in 47 
of the 53 patients (91 per cent). Antihistamines 
were used to control allergic symptoms during the 
period of diagnosis and desensitization. In the case 
of a patient whose allergy was not amenable to 
immunization, or who was unwilling to undergo 
the extended process of hyposensitization, antihis- 
tamines servéd as basic therapy. Since isothipendyl 
hydrochloride was reported to be relatively free of 
side effects, it was used primarily in those patients 
who had complained of drowsiness while taking 
other antihistamines, and to strengthen the anti- 
histaminic effect of another drug. 

Isothipendyl hydrochloride (Theruhistin®) was 
administered in divided doses totaling 4 to 12 mg. 
daily for children and 8 to 24 mg. daily for adults. 
This dosage schedule was adhered to whether iso- 
thipendyl was used alone or in combination with 
another antihistamine, as was done in 19 cases (35 
per cent). 

Out of the total 53 patients, 44 (83 per cent) were 
benefited. Isothipendy] effectively provided sympto- 
matic relief in cases of perennial and seasonal 
rhinitis; 24 out of 25 patients were benefited. It 
was also valuable in controlling the cough associated 
with asthma and allergic bronchitis; 17 of the 20 
patients with these complaints reported that their 
coughs were noticeably relieved. The remaining 5 
patients in the series reported that no symptomatic 
relief was obtained. 

The unusual features of isothipendyl proved to 
be its freedom from side effects and its efficacy in 
relieving the symptoms of asthma. 


*Isothipendyl hydrochloride was supplied for this study as Theru- 
histin, by Ayerst Laboratories, New York. 
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The primary value of antihistamines 
is to afford symptomatic 
relief. They can, however, serve 
as specific therapy in mild, transient 
allergic conditions. In more 
severe states, desensitization is 
specific therapy, and antihistamines 


are used adjunctively 


The first quality, freedom from side effects, is 
especially important because of the high incidence 
of untoward reactions by typical antihistamines. I 
had previously observed a 20 per cent incidence of 
drowsiness among patients taking these medications. 
However, among the patients treated with isothi- 
pendyl there were only 3 complaints (5 per cent) 
of drowsiness, all of them from adults who had been 
much more drowsy while taking other antihista- 
mines. Twelve other patients who had become 
sleepy during antihistaminic therapy were able to 
take full therapeutic doses of isothipendyl without 
being sedated. Four patients (7 per cent) were 
aware of slight dryness of the mouth or gastrointes- 
tinal distress. One person complained of palpitation 
and dizziness and the medication was withdrawn. 
There were no instances of side effects in the 8 chil- 
dren less than 10 years old. 

When this new product was administered in con- 
junction with another antihistamine, there appeared 
to be a synergistic therapeutic effect; however, there 
was no increase in the number or severity of side 
effects. This means that a maximum antihistaminic 
potency can be obtained without fear of increasing 
untoward reactions. 

The second unusual feature of this new antihista- 
mine is its efficacy against asthmatic symptoms. Iso- 
thipendyl provided symptomatic relief in more than 


half of the asthmatic patients in this study. A maxi- 
mum of 25 per cent will be relieved by other anti- 
histaminics, and it has been suggested that any miti- 
gation of asthmatic symptoms is due to the antihis- 
tamine’s sedative effect. Since isothipendyl has no 
appreciable sedative effect, its efficacy cannot result 
from this property. The Committee on New and 
Unused Therapeutics of the American College of 
Allergists? reported good to excellent results in 79 
out of 102 (79 per cent) asthmatic patients treated 
with isothipendyl. The Committee suggested that 
its efficacy may be due to its anticholinergic prop- 
erty and to its effect against serotonin, a hormone 
which probably plays an important role in asthma 
and anaphylactic shock.* 


Summary 


A new antihistaminic, isothipendyl hydrochloride 
(Theruhistin), was administered to 53 patients, 
ages 1 to 76 years, who were suffering from vari- 
ous allergic symptoms. Dosages varied from 4 to 
24 mg. daily, depending on the patient’s age and 
the severity of the symptoms. When administered 
with other antihistaminics, there was a synergistic 
therapeutic effect but no increase in the number 
or severity of side effects. Forty-four (83 per cent) 
of the patients were benefited. Isothipendyl was 
especially good in relieving the symptoms of peren- 
nial and seasonal rhinitis and of asthma. 

The unusual features of this new drug were its 
efficacy against asthmatic symptoms and its free- 
dom from side effects. There were only 3 cases of 
drowsiness, all in patients who had been made very 
sleepy by other antihistamines. Twelve patients who 
had suffered side effects from previous antihistaminic 
therapy could tolerate full therapeutic doses of 
isothipendyl. Therefore, isothipendyl seems to be 
especially valuable for patients who cannot tolerate 
other antihistamines; for the relief of asthmatic 
symptoms, particularly cough; and in combination 
with other drugs when a maximum antihistaminic 
effect is necessary. 1930 Chestnut St. 


1. Schlichtegroll, A. von: Zur Pharmakologie verschiedener Thio- 
phenylpyridylamin-Derivate. Arzneimittel-Forsch. 7:237-252, April 
1957. 

2. Clinical evaluation of isothipendyl hydrochloride (theruhistin ); 
report of Committee on New and Unused Therapeutics. Ann. Allergy 
16:237-241, May-June 1958. 

3. Page, I. H.: Serotonin (5-hydroxytryptamine); last four years. 
Physiol. Rev. 38:277-335, April 1958. 


The heart as a sequential 


switching circuit* 


MILTON KUNIN, D.O., Assistant Clinical Profes- 
sor of Medicine, College of Osteopathic Physicians 
and Surgeons, Los Angeles, California. 


Much of our knowledge of the electrophysiology of 
the heart has stemmed from electrocardiographic 
data. From the point of view of this method of in- 
vestigation, the heart is a “little black box” immersed 
in a volume conductor. By means of electrodes 
placed, for the most part, at various points on the 
chest wall and the limbs, the electrocardiographer 
detects, in graphic form, changes in potential at- 
tributable to the total activation process of the heart. 

Generally speaking, the ventricles have been con- 
sidered to form a more or less amorphous syncytium, 
in which an impulse can spread in all directions 
from a point of activation. Nevertheless, many in- 
vestigators (Lewis, Sodi-Pollares, Prinzmetal, Scher, 
Durrer, and others) have been able to map out a 
definite course of the activation process, by means 
of direct (and transmural) leads. 

Why does an impulse follow a definite pathway 
in the syncytium? What rules govern the sequence 
of activation? The purpose of this paper is to indi- 
cate a method of approach to the problem. 

As will be shown later, the myocardial cell be- 
haves in a binary manner, very much like the com- 
ponents of a digital computer. A digital computer 
may be defined as “a device capable of automati- 
cally carrying out a sequence of operations on data 
expressed in discrete or digital form.”! The design 
of these electronic calculators involves the use of 
certain technics of symbolic logic, chiefly the Boolean 
algebra. It appears that the laws governing com- 
puter components apply equally to cardiac com- 
ponents. At this point it should be noted that 
McCulloch and Pitts? applied similar methods to the 
study of nerve nets in 1943. Other workers, such as 
George® and Von Neuman,‘ have carried this work 
forward. However, it appears that this approach, 
historically initiated in the study of the nervous sys- 


*Submitted for publication August 22, 1958. 
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tem, has continued to be used primarily in that 
system. I shall attempt to apply it to the analysis 
of the activation process of the heart. 


Switching algebra 

Unlike ordinary algebra, Boolean variables may 
take on only one of two possible values, zero (0) 
or one (1); therefore the terms “binary” and “two- 
valued algebra,” are used. Zero or one may be 
used to represent “on” or “off,” “present” or “absent,” 
“activated” or “unactivated.” 

The most important connectives in the algebra 
are conjunction, disjunction, and negation. Conjunc- 
tion is represented by the usual signs of multiplica- 
tion used in ordinary algebra, a dot (-), or (x). Or, 
again, as in ordinary algebra, the multiplication sign . 
may be omitted; for example, A x B = A-B = AB. 
However, the conjunction sign is interpreted as 
“and”; thus AB is read “A and B.” The sign for dis- 
junction is a plus (+) sign. This is interpreted as 
“or.” The Boolean “or” is always inclusive, that is 
A + B is interpreted “A or B or both.” Negation 
is represented by a bar over the symbol for the vari- 
able; for example, A. This is read “not A,” and is 
equivalent to A in the zero state. 

In order to explain the precise use of the above 
connections, the use of a very nice device known as 
a truth table, abbreviated TT, must be considered. A 
TT is a method of arranging all possible combina- 
tions of the states (0) or (1) of the variables con- 
cerned, and indicating the value of a function (or 
combination) of those variables. 

Following is a TT constructed for two variables, 
A, B, which will define the operations of conjunction 
and disjunction. 


A B 

0 0 0 0 
0 1 0 1 
1 0 0 1 
1 1 1 1 


If this TT is examined, the following information is 
noted: 
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The two columns at the left, headed A and B, 
list all possible arrangements of the states of the 
variables A and B. From above down are seen the 
combinations 00, 01, 10, and 11. The third column 
from the left, labelled A-B, shows the value of the 
expression AB corresponding to the various com- 
binations. Thus it can be seen that the value of AB 
is (1) only when the variables A and B are both 
(1). If either A or B is (0), then the expression 
AB has a value of (0). This defines the operation 
of conjunction. 

The column on the extreme right, labelled A+B, 
shows that this expression has a value of (1) when 
either A or B or both are in the (1) state. This is, 
after all, the way the plus sign was defined, and it 
designates the operation of disjunction. 

The method of construction of a TT is self-evi- 
dent except for one detail which will now be elabo- 
rated. The number of possible combinations of varia- 
bles in 2° where n is the number of variables. Thus, 
in the two-variable TT there are 2? or four possible 
combinations. These may be mechanically listed 
by the following procedure: The column under the 
variable at the extreme left will have four notations, 
half zeros and half ones. The next variable (B in 
this TT) will also have four notations, but the zeros 
and ones are alternated. If a three-variable TT were 
being constructed, there would 2° (eight) possible 
combinations. Again, the variable at the extreme 
left would have half zeros (four) followed by an 
equal number of ones. The adjacent variable would 
have sets of two zeros alternating with sets of two 
ones, for a total of eight notations. The third varia- 
ble would have single zeros alternating with single 
ones for a total of eight rows. Here is a TT of three 
variables: 


A BC (ABC) (A+B-+4C) 
0 0 
0 1 
0 1 
0 
0 1 
0 1 
ag 0 1 
1 1 


Although the procedure sounds somewhat complex, 
a little practice will show that it is extremely simple 
to carry out. 

With this information in mind, it is possible to 
draw up a table defining the equivalence function. 
A Boolean function is an expression whose value 
(0 or 1) depends upon the values of the independent 
variables. For example, in the two-variable TT, the 
value of the function AB depended upon the values 
of the variables A and B. Two expressions are said 
to be equivalent when they satin ee identical truth 
value (0 or 1). A = B is read “A is equivalent to B.” 


A B A=B 


0 
1 
0 
1 


The construction and use of a TT is not restricted 
to the formulation of tables corresponding to stand- 
ard functions. For example, a table may be con- 
structed to show the combinations of variables and 
a value assigned to a combination, quite arbitrarily. 
Or, perhaps, a value is assigned that has been de- 
termined experimentally. This usage is probably 
the most important application for the physiologist, 
and will be utilized later in this paper. 

Since it is manifestly impossible to cover the en- 
tire subject of symbolic logic or even Boolean alge- 
bra in this paper, this section will conclude with 
a listing of some of the rules for manipulation. 

Rules for the algebraic manipulation of Boolean 
functions: 


1. Laws of tautology ata=a 
ar-a=a 
2. Laws of commutation at+b=b+a 
a-b=b-a 
3. Laws of association (a+b) +ec= 
a+ (b+c) 
(a+ b)-c= a (b-c) 
4. Laws of distribution a+ (b-c) = 
(a+b)-(a+c) 
a(b+c) = 
(ab) + (ac) 
5. Laws of absorption a+ab=a 
a(a+b)=a 
6. Laws of universe class at+tl=1a-l=a 
7. Laws of null class a+0=a a-0=0 
8. Laws of complementation a+a=1 a-a=0 
9. Law of double negation a=a 
10. Laws of expansion ab + ab=a 
(a+b) (a+b)=a 
11. Laws of duality (a+b) = a+b 
(ab) =a+b 


Organization of the heart 


As the first step toward examining the activation 
process, a block diagram of the heart will be con- 
sidered (Fig. 1). Here the various structures are 
represented as components of a digital computer. 


_ Some of the terminology will be explained under 


the appropriate headings, but what is meant by 
“and” and “or” gates must first be defined. A gate 
may be considered to be a switching device which 
either permits passage of a signal, or not, depend- 
ing on the input conditions. In order for an output 
pulse to emerge from an “or” gate, a signal must 
be present on any one of its input lines. In the case 
of an “and” gate, a signal must be present on each 
of its input lines, in order to obtain an output pulse. 
In physiologic terms, one may consider a structure 
innervated by several nerves. If the structure will 
respond to a stimulus on any one of the afferent 
nerves, the nerve connection is considered to con- 
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SIMPLIFIED BLOCK DIAGRAM OF HEART ORGANIZATION 


Fig. |. This diagram shows the general configuration of possible 
pathways of activation. The arrows point from the source of stimu- 
lus to the area stimulated. The small circles at the terminations of 
some lines indicate inhibiting signals. The D-shaped figures with 
inscription “and” or are known as “and” and gates 
respectively. See text. 

Since this paper was submitted for publication, the delay rep- 
resented distal to the AV node in this diagram has been shown to 
occur at the junction of the atrium and the AV node. (Hoffman, 
B. F., et al.: Electrical activity of single fibers of the atrioventricu- 
lar node. Circulation Res. 7:1 1-18, Jan. 1959. Scher, A. M., et al.: 
Mechanism of atrioventricular conduction. Circulation Res. 7:54- 
61, Jan. 1959.) 


stitute an “or” gate. If, on the other hand, the struc- 
ture will respond only if simultaneously stimulated 
by several afferent nerves, the connection is taken 
to constitute an “and” gate. If there are n inputs, 
and a threshold K, the structure will respond when 
K or more of the n inputs are activated. In other 
words, an “and” gate represents either spatial or 
temporal summation. 

In this paper the general organization of the heart 
will be considered only briefly. The myocardial 
cell will be treated in some detail. 


Origin of the signal 


The SA node depolarizes and repolarizes at a 
rate of 70+30 beats per minute, acting as a pulse 
generator. From the standpoint of computer logic, 
it acts as the input and as a “clock pulse,” driving 
the entire system. Although it oscillates at its own 
intrinsic rhythm, it is under the control of higher 
centers (in the medulla), which in turn react to 
the input from numerous analog sensors. The con- 
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trolling centers act via excitatory (sympathetic) 
fibers, and inhibitory fibers (vagi). This set-up is 
obviously amenable to analysis by well-known 
methods, such as have been applied to the nervous 
system by McCulloch and Pitts,? George,* Von 
Neuman,‘ and others. 


Propagation of the signal 


The activation of a myocardial cell or a pace- 
maker cell triggers an adjacent cell, which then fires, 
triggering the next cell. Wiggers’ compares the 
process to a “kind of chain reaction involving the 
successive firing of the special transmitting cells . . . 
The passage of electric impulses represents a series 
of local bioelectric currents, relaying the impulses 
step by step over the special tissue to the contract- 
ing cells.” Of course, the impulse is propagated in 
similar fashion through the myocardial syncytium 
when it leaves the special conduction system.*’ One- 
way conduction is favored because an already acti- 
vated cell must recover before it can fire again. 


The myocardial cell 


The block diagram (Fig. 1) cannot be pursued 
much farther without developing the fundamental 
concepts of this specialized approach as applied to 
the heart cell. According to presently accepted 
theory, the resting cell exists in a polarized state; 


. that is, the cell is bounded by a membrane whose 


outer aspect holds a layer of positive charges and 
whose inner surface holds a layer of negative 
charges. In response to a stimulus the cell depolar- 
izes. The all or none law, which states that a cell 
either responds wholly to a stimulus or not at all, 
indicates the digital nature of its response to a 
signal. 

When a stimulus is applied, the cell membrane 
loses its dielectric properties, momentarily exists in 
a state of reverse polarization (the overshoot), re- 
mains in a depolarized state (the plateau), then 
repolarizes.® 

Since the behavior of the heart cell is fundamen- 
tal, I shall attempt to write a “characteristic equa- 
tion” for the cell. 

The logical characteristics of the myocardial cell 
may be listed as follows: 

1. The resting cell is in the polarized (0) state. 

2. If a stimulus (S) is applied when the cell is 
in the polarized state, it depolarizes. 

3. The depolarized state corresponds to the ac- 
tive (1) state. 

4. The cell remains in the active state for a 
period, then decays (repolarizes) to the resting 
state. 

5. The cell will not respond to a stimulus for a 
period after it has been activated (refractory 
period). 

6. The refractory period and the action poten- 
tial of the cell coincide. 

7. Certain simplifying assumptions may be made 
to complete the list: (a) Time will be quantized, 
and (b) the cell is considered to be activated from 
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Why does an impulse follow a definite 
pathway in the syncytium? What rules govern 
the sequence of activation? . . . As will be 
shown, the myocardial cell behaves 
in a binary manner, very much like the 


components of a digital computer 


the bit time after stimulation until it has completed 
repolarization. 

The above information may be summarized in the 
form of a Truth Table where: 


Q = myocardial cell 
= a stimulus 
n =a bit time in a particular cycle t 
A = the activation period of Q, corresponding 


to the refractory period. 
Bit Time n Bit Time n + 1 

0 0 0 0 

0 0 1 0 

0 1 0 1 

0 1 1 not allowed 
1 0 0 1 

1 0 1 1 

1 1 0 1 

1 1 1 not allowed 


Proceeding in the manner described by Phister' 
in his work on the design of digital computers, the 
function is expressed in disjunctive normal form. 
(Phister calls this “a Boolean sum of a set of min- 
terms.” ) 


Qr+t = (S* + (S" + 
(S® Q® Q®-4) + (S* Q" Qr- 
By suitable manipulation this may be ali 
1. == (S* Q™-4) + + 
(S" + (S" Q" Qr-4) 
{[(S" Q") + [(S" Q") Qr-4]} 
( Association ) 
3, == Q"-4) + (s" 
4. == (S" Q") + (Q"Q"-a) (Commutation) 


The “characteristic equation” of the myocardial 
cell, then, is: 


+ Qr-4) (Eq. 1) 


t In order to avoid difficulties in the sgutontion of this fae to the 
repetitive recycling of the cell, n must identified for an 

cycle. A subscript of the form’ nx could be used to identify. n as a bit 
time in cycle x. 


( Expansion ) 
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It states that the cell will be in the activated state 
at a particular time, if and only if: 

1. The cell were in the polarized state at the bit 
time previously, and a stimulus were present at 
that time; or, 

2. The cells were in the depolarized state at the bit 
time previously, and had not been in the depolarized 
state A milliseconds before. 


In order to prove that Equation 1 corresponds to 
the conditions noted, another TT is constructed. 


Q + 1 (S" Q") + (Q" Q-4) 


Or 
Or oc 


This TT demonstrates that the right side of Equa- 
tion 1 is equivalent to the left side. The formulation 
then, constitutes a tautology. By extending the con- 
cept of a bit time to the time required to activate an 
area and delta (A) to the time during which the 
area remains activated, Equation 1 may be applied 
to areas rather than to single cells. 


Role of the atria 


The auricular walls consist of a network of myo- 
cardial cells, having the logical properties denoted 
by Equation 1. The signal spreads radially from 
the SA node over the auricles. The auricles may 
be considered to constitute a matrix of unistable 
multivibrators, which acts as a shifting register. 
A shifting register is a device in which binary in- 
formation is passed successively from one element 
to the next without modification. A more detailed 
analysis of the design of the atria is feasible, but 
will not be attempted at this time. However, it will 
be noted in passing that the auricular syncytium 
acts as a communication line, as a memory device, 
and as the output (each cell contracting in response 
to the propagated stimulus). 

It-is of interest that the circus theory of flutter 
and fibrillation may be described in computer ter- 
minology. The ring of circus activity may be con- 
sidered to constitute a circulating register with a 
feedback loop. 


The AV node 


This structure functions in a manner analogous 
to the SA node—in other words, it behaves as a 
pulse generator. However, since it oscillates at a 
rate inherently slower than the SA node, it is driven 
at the rate of the SA node. Figure 1 shows that 
the impulse arrives at the AV node via the auricular 
syncytium. An “and” gate is depicted at the junc- 


tion, signifying that the node is stimulated in a 
digital manner, involving summation. This repre- 
sentation has no experimental basis; however the 
surmise is based upon the following considerations: 
The very nature of the propagations of the impulse, 
involving the successive firing of one cell after the 
other, suggests that a quantum of electrical energy 
is delivered by each of the atrial cells converging 
on the node. The stimulus, then, is in the form of 
a pulse and therefore digital in nature. Since it 
seems unlikely that the signal from a single cell 
would be sufficient to trigger the node, an “and” 
gate is suggested. Obviously this hypothesis re- 
quires experimental study. ¢ 

Another question arises. It has been quite rea- 
sonably assumed by many authors that partial AV 
block occurs in flutter and fibrillation because of 
the refractory period of the node. That is, the node 
is unable to fire in response to each stimulus be- 
cause the high rate of stimulation does not permit 
recovery in time to respond to every signal. An 
alternative hypothesis may be considered: If an 
“and” gate does exist, the irregular bombardment 
of the node by the fibrillating cells, no longer de- 
livering stimuli in unison, would result in summa- 
tion at irregular intervals. The node would then 
fire when summation resulted in a threshold stim- 
ulus. 


The ventricular syncytium 


This structure consists of a network of cells having 
the properties noted in the discussion of the atrium. 
It may also be considered to constitute a parallel 
shifting register. The myocardial cells here also 
function as communication lines, memory, and out- 
put. Although this discussion is very brief, it is in 
fact the pathways within this structure, and the 
atria as well, which provide a fruitful field for in- 
vestigation, from the standpoint of logical design 
technics. As noted above, Equation 1 can be suit- 
ably modified to describe the activation of areas 
rather than single cells. “Or” gates are formed by 
alternate sources of stimuli, for example, from con- 
tiguous areas or branches of the specific conduction 
system. It is possible to construct a ‘block diagram’ 
of the routes of ventricular activation, based upon 
the experimental studies mentioned previously. The 
possible effects of parietal and conduction system 
blocks can be analyzed in detail. 


The conduction system 


The role of the conduction system is a major one, 
well understood. Some problems that require fur- 
ther elucidation are the depth to which the fibers 
penetrate, and the nature of some of the delays 
tSince this paper has been submitted for publication, some experimen- 


tal work has been done which offers strikingly suggestive evidence for 
this hypothesis.*.* 
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The design of electronic calculators 
involves the use of certain technics of 
symbolic logic, chiefly the Boolean 
algebra. It appears that the laws 
governing computer components apply 


equally to cardiac components 


which play a vital role in determining the sequence 
of events in activation. Examples of synchronizing 
delays which are comparatively well understood, 
are the delay at the AV node, which allows the 
auricles to empty before the ventricles contract, 
and the delay ostensibly existing between the AV 
node and the right bundle branch, which synchro- 
nizes the activation of the two ventricles. Possibly 
analysis by the methods proposed in this paper 
will help to solve these problems. 


Summary and conclusions 


Attention has been directed to the possibility of 
the application of the principles of the logical de- 
sign of digital computers to analysis of the activa- 
tion process of the heart. 

The myocardial cell has been analyzed in some 
detail, and a Boolean formulation of the activation 
of the cell has been offered. 

Since the specialized conduction system has been 
known and understood for many years, correlation 
of disturbances in that system with electrocardio- 
graphic abnormalities has reached a high level. It 
is hoped that this new approach will enable inves- 
tigators to carry out a similar correlation with struc- 
tures which begin where the specific pathways end. 


9410 South Western Ave. 
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Leiomyosarcoma of the small 


intestine with report of a case 


J. GORDON HATFIELD, D.O., F.A.C.O.S., and 
BERT ACH, B.S., D.O., Los Angeles, California. 


The intestine is one of the most frequent sites of 
primary neoplasms; about 15 per cent of all cancers 
arise in the intestines. There is some variation in 
the relative incidence of different types of tumors 
in the gastrointestinal tract. More than half of the 
neoplasms occur in the stomach, about two fifths 
in the colon and rectum, and less than one tenth 
in the small intestine. About four fifths of all tumors 
in the gastrointestinal tract are malignant and one 
fifth are benign, but this ratio varies in different 
parts of the tract. In the stomach about nine tenths 
of the tumors are malignant; in the colon and rec- 
tum about three fourths are malignant; and in the 
small intestine about two fifths are malignant. Ma- 
lignant tumors of the small intestine include carci- 
nomas, sarcomas, and carcinoids or argentaffin tu- 
mors. Of these carcinoma is the most common and 
sarcoma second in frequency.* 


Description of disease 


Sarcoma of the small intestine is about twice as 
frequent as sarcoma of the large bowel and occurs 
most commonly in males and in middle aged per- 
sons. The various forms of sarcomas of the small 
intestine histogenically include lymphosarcoma, leio- 
myosarcoma, fibrosarcoma, and neurofibrosarcoma.' 

Leiomyosarcoma is believed to originate in the 
submucosa and infiltrate the muscularis to form 
cylindrical or rigid tubelike growths.? Ulceration 
occurs late and may produce an excavation. Ob- 
struction may occur as a result of stenosis, intralu- 


*Dr. Hatfield is Professor of Surgery and Executive of the Depart- 
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proved by the American College of Osteopathic Surgeons and the 
American Osteopathic Association, under the direction of Dr. Hatfield. 


minal protrusion, external compression of the tumor, 
intussusception, kinking, or by adherence of coils 
of intestine. Metastasis occurs to the regional lymph 
nodes in the mesentery and especially to the liver. 

Clinical manifestations vary from acute intestinal 
obstruction to symptoms of vague abdominal disor- 
ders. More commonly there is colicky abdominal 
pain accompanied by nausea and vomiting, some 
fever, gradual loss in weight, and secondary anemia. 
Occasionlly the onset is sudden with manifestations 
of acute obstruction, perforation, and severe hem- 
orrhage. 

Diagnosis is difficult and is based upon a history 
of colicky abdominal pain, loss of weight and 
strength, the presence of secondary anemia, and an 
inconstantly palpable tumor. Roentgenologic ex- 
amination of the small bowel is of value, especially 
with the aid of a double-lumen tube which may be 
passed to the point of obstruction. 

Prognosis is poor since metastasis is frequent. 

Treatment consists of wide excision when it is 
possible. Radiation therapy is of doubtful value.** 


Case report 


A 67-year-old white man was admitted to Glen- 
dale Community Hospital on December 12, 1958, 
with a diagnosis of “space-occupying lesion of the 
second part of the duodenum.” 

He had been seen elsewhere on November 26 for 
a chief complaint of pallor, weakness, and fatigue; 
at that time a blood count had been taken and anti- 
anemic therapy commenced. He had been hospital- 
ized on December 5, after that treatment failed, and 
given 3 pints of blood by transfusion. Gastrointesti- 
nal x-rays were performed (Figs. 1 and 2), and a 
tumor of the descending portion of the duodenum 
was described. The patient requested a transfer to 
his family physician, which led to his present hos- 
pitilization. 

His earlier history included an appendectomy in 


Figs. | and 2. Upper gastrointestinal x-rays, showing the filling 
defect in the descending portion of the duodenum. 


1949, a transurethral resection in 1954, and hydro- 
celectomy in 1956. He described a moderate intake 
of alcoholic beverages over the past 30 years. There 
was no history of diabetes, arthritis, gout, rheumatic 
fever, heart disease, or kidney disease; familial dia- 
theses were also denied. 

In an inventory of systems, he complained of tin- 
nitus and hearing loss in the left ear, and of short- 
ness of breath. He reported having lost 15 pounds 
within the past 6 months; he had been eating less, 
but still experienced constant constipation. He had 
also noted passage of a black tarry stool. There 
were no other complaints. 
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Physical examination * The patient was well-devel- ° 
oped, cooperative, and alert. He was 5 feet 9 inches 
tall and weighed 162 pounds. Blood pressure was 
150/80, pulse 116, respiration rate 20, and tempera- 
ture 99.8 F. 

The sclera were tinged with blue; bilateral arcus 
senilis was noted; but the pupils were equal and 
reacted normally to light. The oral pharynx appeared 
pale, and mucous membranes were pallid. There 
was no cervical lymphadenopathy, nor other abnor- 
mality in the head and neck. 

The heart and lungs appeared to be normal. The 
abdomen was moderately obese and soft, and non- 
tender to palpation. The lower margin of the liver 
was palpated three fingers below the right sub- 
costal border. No masses were palpated. 

An old midline infraumbilical scar was noted. The 
skin appeared slightly jaundiced, but was otherwise 
normal; no rashes, edema or varicosities were seen. 

All neurologic reflexes were normal. 


Laboratory and x-ray data * An erythrocyte count 
taken on the day of admission showed 1,710,000 cells 
per cu. mm. The hemoglobin was 5.2 grams (34 per 
cent); clotting time was 6 minutes, and bleeding 
time, 14 minutes. The erythrocytes exhibited marked 
hypochromasia. Many target cells were seen, and 
there was moderate anisocytosis and poikilocytosis. 
There were 5,700 leukocytes, of which 82 per cent 
were segmented neutrophils, 2 per cent were non- | 
segmented neutrophils (stab cells), and 16 per cent 
were lymphocytes. 

The urine was straw-colored and clear. The pH 
was 5.0 and the specific gravity was 1.015. One or 
two leukocytes were visualized per high-power field, 
as well as a few each of epithelial and squamous 
cells. The urine was negative for albumin, sugar, and 
acetone. 

On the day after admission, roentgenographic 
studies were carried out. An erect posteroanterior 
teleroentgenogram of the chest showed a minute 
sclerotic plaque within the descending portion of the 
aortic knob. There was a slight diffuse enlargement 
of the cardiac outline. Both leaves of the diaphragm 
were smooth, and the costophrenic angles were seen 
very clearly. Some peribronchial or pulmonary fibro- 
sis was noted bilaterally; this was thought consistent 
with a chronic bronchial irritation or early pulmon- 
ary congestion. There was no identifiable indication 
of an acute infectious process. 

An abdominal roentgenogram, taken from an an- 
teroposterior view, showed barium residue in multi- 
ple diverticula of the right colon, descending colon, 
and sigmoid. The liver seemed slightly enlarged. 
Faint sclerotic changes were noted in the vessels 
either to the stomach or the spleen. Some fecal ma- 
terial was seen in the bowel. 

On December 14, a black tarry stool was passed. 
This was found by laboratory testing to contain oc- 
cult blood. 

The electrocardiographic tracing was considered 
normal. 

The patient was given transfusions of whole blood 
as follows: one unit on December 12, two units each 
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Fig. 3. Segment of the stomach and duodenum, showing an um- 
bilicated mass and a central bulging nodule of firm blood clot in 
the second portion of the duodenum. 


on December 13 and 14, and one unit on December 
15. On the latter date a recheck blood count was 
taken. There were 3,250,000 erythrocytes per cu. 
mm.; the hemoglobin was 9.4 grams (61 per cent). 
There were 4,800 leukocytes, of which 76 per cent 
were segmented neutrophils, 4 per cent were non- 
segmented neutrophils (stab cells), 2 per cent were 
basophils, 17 per cent were lymphocytes, and 1 per 
cent were monocytes. 

The patient was prepared for surgery on De- 
cember 16, 1958. 


First operative report * The preoperative diagnosis 
was a “space-occupying tumor of the duodenum, 
apparently bleeding, probably malignant.” The con- 
templated procedures were as follows: (1) Liver 
biopsy; (2) resection of the involved duodenum 
with a Polya antecolic gastrojejunostomy; (3) Roux 
Y cholecystojejunostomy with end-to-side entero- 
enterostomy; and (4) T-tube drainage of the com- 
mon duct. 

Preanesthetic medication consisted of Luminal, 2 
grains given intramuscularly the evening before; and 
Demerol, 75 mg., and atropine, 1/150 grain, given 
intramuscularly 45 minutes preoperatively. The an- 
esthetic was 2.5 per cent Pentothal sodium, cyclo- 
propane and oxygen, and succinylcholine chloride 
(Anectine ). 


3 
Fig. 4. Cross-section of the duodenal mass, displaying a blood- 
filled central cavity with the clot protruding through the luminal 


orifice, surrounded by firm yellow rubbery tissue with some lobu- 
lation. 
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A right rectus supraumbilical incision was made, 
and the abdomen was carefully explored. The liver 
appeared contracted as in biliary cirrhosis. The gall- 
bladder walls were thickened (hydrops), and the 
common duct was also thick walled. A large, ap- 
parently malignant mass was found within the sec- 
ond portion of the duodenum, and there was a small 
plaque on the omentum. No lymphadenitis was 
demonstrated. 

The lower three fifths of the stomach and the first 
and second portions of the duodenum were resected. 
T-tube drainage of the common duct was established 
after probing and dilating it. Polya antecolic gas- 
trojejunostomy, Roux Y tube cholecystojejunostomy 
with end-to-side enteroenterostomy, and liver biopsy 
were performed. No. 00 chromic sutures were used 
throughout the anastomosis, and no. 0 chromic sy- 
tures were used on all major vessels. No. 0 cotton 
reinforcement was used on the duodenal stump, and 
no. 00 chromic sutures were used for closure of the 
common duct around the T-tube. No. 00 chromic 
sutures were used for layer-to-layer closure of the 
abdomen. Three retention sutures of heavy silk with 
Davey buttons were used, and Dermal was used for 
skin closure. 

The postoperative diagnosis was “apparent cirrho- 
sis of the liver,” and “tumor mass involving the sec- 
ond portion of the duodenum, apparently malig- 
nant.” 


Pathologist’s report * On gross examination, the 
specimen was seen to consist of stomach with a gen- 
erous segment of duodenum attached in the usual 
fashion, with a large bulky tumor on the medial 
posterior wall (Figs. 3 and 4). A small biopsy speci- 
men of the liver and a portion of the omentum 
accompanied it. 

The large specimen measured 18.0 cm. in length; 
10.0 cm. of this was stomach from above the pyloric 
sphincter, and 8.0 cm. was the distal segment of the 
duodenum. A large tumor, nearly round and having 
a slightly nodular surface, was found at the distal 
end; this tumor was 5.5 cm. in diameter. There was 
a narrow cuff of normal wall, about 1. cm. in length, 
distal to the tumor. On the marginal aspect there 
were small fluctuant cysts, smooth in surface and 
containing blood, that measured up to 1.5 cm. in 
diameter. An umbilicated mass, about 4.5 cm. in 
diameter, bulged into the lumen. The central orifice 
was 1.8 cm. in diameter and presented a central 
bulging nodule consisting of a firm blood clot, 1.5 
cm. in diameter. A cross section of this nodule 
showed that blood filled a central cavity 2.5 cm. 
in diameter. The clot protruded through the luminal 
orifice and was surrounded by a firm rubbery yellow 
tissue wall varying from 0.8 to 2.0 cm. in thickness. 
This wall presented some lobulation. The margin 
of the orifice protruded into the lumen and was sur- 
rounded by normal-appearing mucosa which extend- 
ed from the normal luminal lining. The rest of the 
duodenum and stomach presented no unusual gross 
features. 

The fragment of fat measured 2.5 by 1.7 by 0.5 
cm., and included a small indurated gray nodule 
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about 0.7 cm. in diameter and 0.4 cm. in thickness. 
Its cut surface appeared finely cystic. The piece of 
liver measured 1.5 by 0.8 by 0.4 cm. and presented 
a smooth dark gray capsular surface. 

Microscopic examination revealed the following 
information: Cross sections of the tumor showed ex- 
tension to the muscularis mucosae on the medial 
aspect and a covering of the outer aspect of muscu- 
laris and the serosa. There was some degree of lobu- 
lation of the tumor. Considerable variation was 
noted in the morphology and arrangement of the 
tumor cells, and there were areas of hemorrhage 
and vascularity with some necrosis resulting from 
thrombosis of the vascular spaces. The tumor cells 
formed broad bundles and palisades were frequently 
seen. In some areas there was an interstitial, loosely 
textured fibrous tissue, but in most instances the 
tumor cells were solid. Most of the tumor nuclei 
were spindle-shaped, but there were areas of nu- 
clear pleomorphism. There were also tumor giant 
cells and rare mitoses. The morphologic features 
were considered characteristic of smooth muscle 
tumor with areas of malignancy. 

The sections of omentum showed small and large 
cystic spaces lined by histiocytes, and fibrous pro- 
liferation with scattered aggregates of lymphocytes. 

In the liver there were small and large lobules 
of large hepatic cells showing a disorderly arrange- 
ment, and eccentrically located central veins. The 
interlobular septa were composed of a loosely tex- 
tured fibrous tissue which was infiltrated by many 
lymphocytes. The features were considered charac- 
teristic of postnecrotic cirrhosis, but did not demon- 
strate either biliary or portal cirrhosis. 

The pathologic diagnosis was: “Intramural leio- 
myosarcoma of the second segment of the duo- 
denum; focal fat necrosis of omentum; and postne- 
crotic cirrhosis of the liver.” 


First progress record * Although the patient was 
afebrile the first postoperative day, his temperature 
rose on the second day and remained high until the 
second operation, on December 22. Achromycin 
was added to the intravenous feeding solution to 
counteract this condition. 

The patient’s general state was good on the first 
postoperative day; he was alert and cooperative, and 
his color was excellent. The T-tube was clamped 
and the dressings were changed. On the second day 
it was noted that the patient was taking nourish- 
ment adequately; the Levin tube was clamped after 
each feeding. The patient dangled that morning. 
On the third day, the patient began to cough and 
was given Phenergan, an expectorant with codeine, 
and an increased amount of antibiotics. It was noted 
each day that the abdomen was soft. 

On the fourth day, the Levin tube was removed. 
The patient was tolerating a soft diet, and was am- 
bulating to the bathroom. On the fifth day, the 
skin and sclera appeared jaundiced. The patient 
was toxic and nauseated, and the abdomen was dis- 
tended but soft. Administration of antibiotics was 
continued, one intravenous feeding (1,000 cc.) was 
given, Harris flushes were used as needed, and Tlo- 


JOURNAL A.O.A., VOL. 59, NOV. 1959 


Fig 5. Microscopic view, on low-power objective, showing exten- 
sion of the tumor to the muscularis mucosae. ; 


pan ampules were ordered, one every 6 hours for 
four doses. 

On December 22, the sixth postoperative day, the 
skin sutures were removed and the retention sutures 
were left in place. The temperature on that day 
was 99.4 F.; pulse rate, 82; and respirations, 20. The 
patient was ambulating. A great deal of flatus was 
being passed, and an enema was ordered. That eve- 
ning the patient coughed suddenly and stated that 
“he felt everything open up.” Examination revealed 
partial wound dehiscence with the. retention sutures 
still in place. He was prepared for a second opera- 
tion. 


Second operative record « A Mayo closure of the 
wound was planned. Premedication consisted of 75 
mg. of Demerol and 1/200 grain of scopolamine, 
given intramuscularly 45 minutes before operation. 
Anesthetics used were 2.5 per cent Pentothal sodium, 
cyclopropane and oxygen, and Anectine. 

Although the original retention sutures were still 
in place and the intestines were not distended, a dis- 
ruption of the upper right rectus incision was found, 
and a loop of jejunum was evident in the incision. 
The retention sutures were removed, as were seg- 


Fig. 6. Microscopic view, on high-power objective, taken through 
the tumor mass, showing the spindle-shaped nuclei and nuclear 
pleomorphism characteristic of an intramural leiomyosarcoma. 
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ments of no. 00 chromic catgut. Six heavy Dermal 
no. 0 sutures were used, with Davey buttons, to 
form incomplete: figures of eight, for close approxi- 
mation of peritoneum to peritoneum, muscle to 
muscle, and fascia to fascia. Interrupted near and 
far sutures, Dermal no. 2, were used for skin closure. 


Second progress record * The day after operation, 
the patient appeared slightly icteric. The T-tube 
was moved, and some biliary drainage was noted 
around it. Otherwise, the patient was bright and 
cooperative, and able to dangle with assistance. The 
next day, although he was afebrile, was eating well 
and was ambulating to the bathroom, he had inco- 
herent and disoriented periods. The abdomen was 
distended and firm. The third day he was more 
comfortable, and seemed well oriented. Adminis- 
tration of Ilopan ampules was started, one every 6 
hours for four doses. That night there was emesis 
of some green material, and the next day the patient 
was eating well, and his abdomen was soft and not 
distended. 

The T-tube was removed on the morning of the 
fifth postoperative day, and the abdomen was once 
again slightly distended. The patient was slightly 
disoriented, but talked coherently when questioned. 
Ultran, 300 mg. twice daily, was ordered. The next 
day drainage was decreasing, and good results from 
an enema were recorded. There were still periods 
of disorientation. The next day, however, the patient 
appeared completely rational, and all tranquilizers 
were discontinued. The abdomen was softly dis- 
tended, and drainage was decreasing. The following 


day the patient seemed well oriented and coopera- 
tive. His abdomen was soft, his color was improved, 
and he was afebrile. He was passing flatus freely. 
On December 31, the ninth day after the second 
operation, he was discharged to home care with re- 
tention sutures still in place. 

With follow-up care in the office, the patient has 
progressed satisfactorily. His appetite and elimina- 
tion have both been good. 

The final diagnosis was as follows: “Intramural 
leiomyosarcoma of the second segment of the duo- 
denum; postnecrotic cirrhosis of the liver; and avo- 
lemic anemia secondary to severe hemorrhage from 


the leiomyosarcoma.” 
1612 Hillhurst Ave. 
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What can be done? 


The doctor today is scarcely more advanced in his . 


information about coronary heart disease than his in- 
formed patients. There could, however, be made 
available to him a tremendous fund of scientific 
knowledge presented in clinical language concern- 
ing coronary heart disease. Is is a fund that is con- 
tinually mounting through the investigations of sci- 
entific workers world-wide. The problem for the 
physician is where to find this knowledge, scattered 
as it is throughout the periodical literature, espe- 
cially that of the past 5 years. Even were it gathered 
together, the general physician would not find the 
knowledge integrated into an over-all concept upon 
which to base a program of preventive treatment. 
When asked why is the information vital to the 
formulation of rational program of practical meas- 
ures to combat coronary heart disease. being with- 
held from physicians, the answer is forthright: Be- 
fore such information is released, there must be 
agreement. among medical scientists about. funda- 
mental causality. Many more of the still unknown 
facets of the heart disease problem must become 
known before any of it dare be put to work clinically. 
Such restrictiveness, some scientists believe, results 
in withholding information which could constitute 
a rational program of practical preventive measures 
made effective by doctors. 
Must every minor detail of causality of coronary 
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heart disease be clarified before this knowledge is 
released for program building? Could such with- 
holding cost many lives needlessly by not making 
available the only effective treatment of coronary 
heart disease there is, prevention? Certainly, coro- 
nary heart disease would not be eliminated by put- 
ting into effect any program designed at the present 
level of medical knowledge. But there are authorities 
who would agree that the exercisé of preventive 
measures based on today’s known facts could more 
often result in the deferment of coronary heart dis- 
ease to the eighties or nineties, rather than its oc- 
currence in many individuals between the ages of 
thirty and sixty. 

Who is able to pick out the subclinical case of 
coronary heart disease—the one destined to develop 
serious clinical sequelae? Many persons who appar- 


ently are today in excellent health may tomorrow - 


manifest all the signs and symptoms of grave coro- 
nary involvement—even to termination in immediate 
death. 

It is true, there is no unanimity of opinion on the 
sequence of events that leads onward to the fully 
developed arterial lesion. Yet scientific differences 
need not be of particular concern to physicians. It 
is unfortunate, however, that scientific medical in- 
vestigators tend to view the role of the clinician in 
total negativity when it is related to heart disease. 

Generally, physicians are acquainted with the 
facts of atherogenesis and know that arteriosclerosis 
is its end point. The association of both with hyper- 
cholesteremia has been well known for much mere 
than a decade. Known, too, is an apparently direct 
relationship between the height of the serum choles- 
terol level and the development of heart disease. 
But physicians usually accept this knowledge as 
merely synonymous with the natural processes inci- 
dent to aging. The nation is becoming one of elders. 
As with their loss of hair and teeth and failure of 
vision, it is generally accepted that nothing is to be 
done about coronary heart disease—except to treat 
it when the. opportunity arises. By then the horse 
has escaped and there is little purpose in locking the 
barn door. Actually we are making little or no appli- 
cation of the knowledge we possess about the factors 
now identifiable in the development of subclinical 
coronary heart disease. 

The basic principles involved in coronary heart 
disease are logical and fundamental enough to sup- 
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port a rational program based on dietary measures. 
These measures, however, are suspect in the minds 
of many physicians. And for good reason. In no 
other aspect of health is chicanery greater than in 
food. Faddism is rampant. The public has been left 
uninformed for so long that it is gullible about nutri- 
tion, lacking as it does the protection that it is af- 
forded in its use of drugs. Already food faddists 
have begun to move into the heart disease area with- 
out possessing the information necessary to develop 
a program based on scientific knowledge. If they 
are allowed to pre-empt this field it will result in 
obstruction to authentic health education of the pub- 
lic about heart disease. 

But there are investigators who are deeply con- 
cerned that the pertinent information is not available 
in understandable form either for physicians or the 
public. Attendants at the 1958 A.O.A. Convention in 
Washington, D. C., will recall that Dr. John W. Gof- 
man of the University of California spoke at a gen- 
eral session on “The Importance of the Atherogenic 
Index.” Many listeners were greatly challenged by 
the speaker's logical analysis of the research done by 
him and his colleagues and the clinical implication 
that the research bore. Hope was expressed to THE 
Journat’s editors by hearers that the Gofman paper 
would be published so that further study could be 
given to the subject. Now, the Gofman postulates 
have been made available through the recent publi- 
cation of Coronary Heart Disease'—the first volume 
published for the specific purpose of guiding the 
clinician in his application of the new knowledge. 
The book has one aim—to assist the general physi- 
cian in a daily effort to decrease the number of pre- 
mature deaths from coronary heart disease. 

It is not the intent of this editorial to summarize 
the facts that have led to the position that a large 
measure of prevention of coronary heart disease can 
be achieved by dietary regulation. That would only 
compound the prevailing error—another presenta- 
tion so fragmentary as to be of little use in practice. 
The emphasis here is bifold. First, it is upon the 
tendency to withhold information concerning such 
practical measures. A planned program for the pub- 
lic may be deleterious—it may act unwisely in carry- 
ing out the program! This is the point of view that 
the Gofman text deprecates. The second emphasis 
is upon the place of the Gofman text in filling this 
lack of information. Of course, there will be modifi- 
cations of the heart disease prevention program now 
being suggested by Gofman and others. But medi- 
cine did not wait for the discovery of every facet of 
the prevention of polio before launching its positive 
program. The question about coronary heart disease 
should be—what can"be done now? Nothing else is 
pertinent to physician and patient! 

Before today’s doctor can intelligently answer the 
pressing questions of his patients about coronary 
heart disease, he must understand both the scientific 
findings and their clinical application. In the Gof- 
man text this information is assembled in one place 
—the picture given the doctor is a whole one. And 
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the volume is an answer to the question—what can 
be done now? 

Companion to Coronary Heart Disease is a book 
for laymen entitled Dietary Prevention and Treat- 
ment of Heart Disease.? Written by Dr. Gofman 
and two associates, it is of great practical value to 
the physician and supplements Dr. Gofman’s basic 
volume. The physician who gives even superficial 
study to Coronary Heart Disease itself will not need 
to be urged to stock his library with this tri-authored 
book which puts new knowledge into steps that can 
be followed by intelligent adults, doctor and patient 
together. The doctor should familiarize himself with 
this pertinently comprehensive guide book as much 
as should patients who, regardless of their immediate 
health problem, so need to incorporate its directives 
into their daily lives. 

Similar to Dietary Prevention and Treatment . . . 
and also supplementary to the general problem of 
the prevention of coronary heart disease is another 
text written for laymen—Eat Well and Stay Well by 
Ancel and Margaret Keys* with a foreword by Paul 
Dudley White, M.D. Dr. Keys is a physiologist of 
international repute and Mrs. Keys is a biochemist 
and an excellent cook. Their book also was published 
in response to requests from thousands of laymen 
and physicians who wanted to know if eating for 
good health can make good eating. These two manu- 
als (equally cook-books and exciting health educa- 
tion guides) are the most useful in the field for both 
physician and layman. Actually meals incorporating 
preventive measures can be made closer to gourmet 
eating than are the meals routinely provided in privi- 
leged American homes! Often the rich and varied 
foodstuffs available in our food markets are prepared 
in meals routinely unexciting: The Keys guide book 
(like the Gofman-Nichols-Dobbin manual) proves 
that foods can be selected and prepared both for 
eating pleasure and for health. 

One familiar with osteopathic literature over the 
years will be struck at once with the important part 
diet previously played in the management of pa- 
tients by doctors of osteopathy. This was- largely 
true until 20 years ago. With the emergence of 
chemotherapy and the antibiotics, however, the em- 
phasis in medicine and hence in practices of phy- 
sicians shifted almost entirely to the new drugs. 
Naturally, and rightly, the treatment routines of 
osteopathic physicians also shifted. So spectacular 
were the effects of these new drugs that. doctors 
tended more and more to neglect other measures, 
forgetful that the science of nutrition has advanced 
with measured rapidity alongside drug therapy even 
though not in. so spectacular a manner. 

Newer generations of osteopathic physicians tend 
to bypass many of the emphases of their profes- 
sional ancestry—one of which was the role of nutri- 
tion. In a wider sense this plea for a study of dietary 
prevention and treatment of heart disease is a call- 
back to the profession to consider the nutritional 

2. Gofman, J. W., Nichols, A. V., and Dobbin, E. V.: Dietary pre- 
vention and treatment of heart disease. G. T. Putnam’s Sons, New 
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factor in disease—and to the newer knowledge of 
nutrition in a specific field. Much can be done if 
advantage is taken of the help afforded by this fac- 
tor to the general physician in his care and treatment 
of patients. 


Aid more than aid 


Prior to 1951, funds to enable deserving young 
physicians to pursue graduate training for the prac- 
tice of medicine were almost nonexistent; they were 
nonexistent for graduate training in osteopathic 
medicine. A breakthrough came in 1955 when the 
American Osteopathic Association announced that 
Mead Johnson and Company, Evansville, Indiana, 
had provided financial support for graduate educa- 
tion to osteopathic physicans in the field of general 
practice. 

This issue of THE Journat, for the fifth consecu- 
tive year, sets forth (page 223) details of an aug- 
mented Mead Johnson fellowship program for doc- 
tors of osteopathy. The Association is again privileged 
to make a formal announcement of the program in 
THE JouRNAL's advertising section, page A-10. Read- 
ers interested in the outreach of osteopathic educa- 
tion and young osteopathic physicians concerned 
with their possible eligibility for fellowship training 
in general practice or in certain spécialties should 
turn to these pages for further details. The Decem- 
ber Forum, in its department on Education, will 
supply information on the workings of the program. 

In 1956 THe JourNat pointed to the significance 
of scholarship aid to medical education from indus- 
try. Privately supported colleges and universities, 
free and independent of government, were referred 
to as characteristic of the Western way of life. Fur- 
ther, such institutions were named as one of the fac- 
tors that insure the way’s stability and permanency. 

Just now, America is greatly concerned about its 
lack of facilities for education generally. Govern- 
ment under the democratic process does not produce 
schools by fiat. Admittedly the democratic process 
is not now producing enough medical schools to 
train enough doctors to meet our nation’s needs. 
How can we get the schools necessary to produce 
enough doctors? Is there a way out of the dilemma 
in a nation whose great wealth seems uncommitted 
to any one great purpose save defense of “its way 
of life”? 

Readers will point out that the support afforded 
by business and industry to medical education is 
generous and is increasing. When measured, how- 
ever, by the moneys needed, the gap is deep and 
wide. Only recently does a bare acquaintance with 
the osteopathic profession on the part of big busi- 
ness, large industry, and great foundations suggest 
that organized philanthropy is moving toward the 
support of osteopathic education as another source 
of physicians in this period of doctor scarcity. It is a 
reasonable assumption that the gap may be closed 
and that within the foreseeable future support will 
be given to osteopathic education proportional to 
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that now given medical education. This situation, 
however, is but one detail of a vaster canvas—educa- 
tion, of which medical education generally is a small 
sector. 

These comments would take nothing from the re- 
markable response of business and industry (in 
which are included high-standard pharmaceutical 
firms) in their efforts to aid medical education in 
America. Admittedly, thus far, such aid is only occa- 
sional in osteopathic education. The Mead Johnson 
program, however, is a case at point. This program 
of annual awards, the first to be developed by a 
pharmaceutical house to aid osteopathic education, 
represents a trend destined to free up osteopathic 
education that it may better meet the nation’s health 
needs by producing more skilled physicians. 

In the meantime, the profession can best show its 
appreciation of the Mead Johnson program, (and 
like aid as it develops), through the quality and 
quantity of young physicians who avail themselves 
of the proffered assistance. 

Such a program as that of the Mead Johnson an- 
nual fellowship awards is of much greater signifi- 
cance than the specific aid it renders both to medical 
education and to the graduate training of selected 
individuals. The challenges to contemporary medi- 
cine (which is inclusive of the two complete healing 
art professions) are tremendous, but they are inci- 
dental to challenges to society of which medicine is 
a sector—the whole society of the Western World, 
which for good or ill, claims no “grand passion.” 
What is involved in America is the coming struggle 
to be faced between two forces: one representative 
of the free enterprise system determined to produce 
enough quality people to effectuate its way of life; 
the other, social forces that will sit in judgment on 
the ability of such a system to meet a nation’s needs. 
Health care is now accepted generally, along with 
food, shelter, and clothing, as one of the necessities 
of living. And health care is rooted in medicine in 
every one of its aspects. 

In this struggle, the private agencies that speak 
for the discipline of medicine at an organized level 
will not be determining factors in its outcome. These 
agencies, however, have one obligation that they 
cannot escape regardless of the system that prevails 
—that their practitioners render the highest quality 
of health care possible to the people they serve and 
it is the people who constitute this nation. To the 
promotion of this limited but important end, the 
business policy of aid to medical education such as 
represented by Mead Johnson and Company is to 
say the least statesmanlike. It is enormously practical 
and valuable. 


From our Washington Office 


The Government’s latest profile of osteopathy is 
now available in a source book, Health Manpower 
Source Book—Section 9, just off the press. The book 
presents basic data pertinent to three health profes- 
sions—physicians, dentists, and professional nurses. 
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The A.O.A. Washington Office through Chairman 
Swope excerpts the following statistics from the 
volume: 


For the United States as a whole, there are about 140 
physicians (M.D. and D.O.) per 100,000 population. . . . The 
states with the highest ratio of physicians (M.D. and D.O.) 
to population are New York, Massachusetts, California, and 
Connecticut. . . . Nearly half of the osteopathic physicians 
are located in 4 states—California, Michigan, Pennsylvania, 
and Missouri. . . . Eleven states have higher ratios of physi- 
cians (M.D. and D.O.) to population than the national av- 
erage. .. . To raise below-average states to the 1957 national 
ratio would increase the requirement to 360,000 physicians 
(M.D. and D.O.) in 1957. . . . Approximately 9 out of 10 
students admitted to medical schools and osteopathic schools 
stay on to graduate. . . . Thirty-nine states contain schools 
educating M.D.’s: five states contain schools educating D.O.’s. 
Nine states have neither. . . . Approximately 450 physicians 
(D.O.) are being graduated each year from U.S. osteopathic 
schools. . . . The 6 osteopathic schools enrolled about 1,900 
students and graduated about 400 osteopathic physicians in 
the academic year 1957-58. . . . About 7 out of 10 osteo- 
pathic physicians are in private practice, with a large propor- 
tion in general practice. 


These facts speak for themselves. Certainly many 
doctors of osteopathy will wish to consult the source 
book and to use its facts and figures as a part of their 
continuing health education of the community. 

The source book is known as Public Health Service 
Publication No. 263, Section 9, and is for sale by the 
Superintendent of Documents, U.S. Government 
Printing Office, Washington 25, D.C. The price is 
50 cents. 


Sabin vaccine 


As concerned parents hear more reports on Sabin 
oral polio vaccine, physicians will increasingly face 
the question: “Doctor, what about the vaccine that 
is taken by mouth?” And they are not yet prepared 
to give full information. The United States Public 
Health Service has thus far not committed itself on 
the Sabin live-virus vaccine which promises to con- 
fer a 95 to 100 per cent immunity which may be life- 
long. Salk vaccine gives from 75 to 85 per cent 
temporary immunity. 

Will P.H.S. test the Sabin vaccine soon? That 
question also remains unanswered, but the U.S. Gov- 
ernment is amassing enough information to make a 
decision in the relatively near future. The Russians 
have put the Sabin vaccine to several extensive tests 
(more than six million Russian children have been 
inoculated) and are satisfied that beyond doubt the 
Sabin strains are relatively stable. 

Leading scientists of the World Health Organiza- 
tion and the National Foundation (for Infantile 
Paralysis) are as enthusiastic about its possibilities 
as are Soviet scientists. N.F. has supported Sabin’s 
work by contributing over a million dollars to it. On 
July 30 Merck and Company announced a program 
of large-scale experimental production to provide 
sufficient quantities of live-virus vaccine to conduct 
extensive clinical testing. Two other drug companies, 
Pfizer and Pitman-Moore, have taken the first steps 
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toward manufacturing the vaccine in quantity, 
Lederle Research Laboratories and the Wistar In- 
stitute have developed their own live-virus strains 
which have been tried on over a million people in 
tropical and subtropical countries, with excellent 
results. 

Dr. Leroy E. Burney, Surgeon General of the U.S. 
Public Health Service, has made known the require- 


_ments that must be met before a live-virus polio vac- 


cine can be licensed. He estimates that it will be 
sometime in 1961 before a live vaccine will be 
proved safe and ready for distribution to the public. 
However, thus far, field tests have been completed 
on more than seven million people throughout the 
world other than in the U.S.A., and the vaccine has 
passed all preliminary tests. 

The story of the work of Dr. Albert Bruce Sabin, 
professor of research pediatrics, College of Medicine, 
University of Cincinnati, who has worked for a quar- 
ter of a century on a vaccine to combat polio, is even 
more dramatic than that of Jonas Salk’s successful 
achievement, great as this has been. Sabin’s work 
was fundamental even to the development of the 
Salk vaccine. As early as 1936 Dr. Sabin and Dr. 
Peter Olitsky of the Rockefeller Institute established 
the fact that polio virus could be made to grow and 


-multiply outside the body. Without this step Sabin 


would not have been able to breed virus strains of 
ever-decreasing virulence—the technic which led to 
his live-virus vaccine. The Salk vaccine also depends 
upon breeding polio viruses in the laboratory before 
killing them. Sabin himself was the first human be- 
ing to take the live-virus vaccine. 

It is hoped that the public will not be confused 
by what may seem to it to be conflicting evidence on 
the part played by both types of preventive therapy. 
Likewise it is most important that doctors continue 
to insist that Salk vaccine be used and the injections 
be no less than four, until its role is finally deter- 
mined. 

Perhaps the promotion of live-virus vaccine and 
its eventual use will not be accompanied by so great 
a fanfare as was the release of ‘the Salk story in the 
Francis report of April 12, 1955. THe Journat de- 
scribed that release as “packed with all the drama 
that marks modern communication.” The public got 
the impression that here was the answer—even then, 
no scientist claimed to see the polio problem in its 
totality, let alone its solution. 

Generally newspapers, magazines, radio, and tele- 
vision see the continuing achievements of medicine 
only as a series of final victories, and never question 
that a medical event is of such significance as to em- 
brace all that is pertinent to the comprehension, 
diagnosis, care, and control of disease. Thereby a 
disservice is done to health education, and attempts 
to educate the public medically serve only to propa- 
gandize and confuse. It is important that physicians 
generally know the essential facts about the Sabin 
story and help educate the public to the fact that 
this is not merely another great triumph, but rather 
an added step in the age-old fight of man against 
disease. Only in that way shall we gain an informed 
public, protected against disillusion. 


The use and meaning 
of statistics* 


WILLIAM R. PIERSON, Ph.D., and PHILIP J. 
RASCH, Ph.D., Los Angeles, California 


About the time Andrew Taylor Still was practicing 
medicine in the rude frontier town of Baldwin, Kan- 
sas, Claude Bernard was a professor of physiology 
at the famous Sorbonne in Paris. It is unlikely that 
these two physicians, so widely separated by space 
and circumstance, ever heard of each other, but 
both became world renowned: Still as the founder 
of osteopathy and Bernard as an experimental physi- 
ologist. Both wrote texts on medical research. There 
is nothing in Still’s writings to indicate that he was 
familiar with the use of statistical technics, and his 
French contemporary rejected them outright. “Sta- 
tistics.” Bernard avowed, “are simply an empirical 
enumeration of observations, . . . If based on sta- 
tistics, medicine can never be anything but a 
conjectural science.” How far modern physiolo- 
gists have progressed beyond his viewpoint may be 
suggested by comparing his statement with a recent 
editorial comment in The Lancet: “However great 
may be our aversion to figures, we cannot escape 
the conclusion that the solution of most of the prob- 
lems of clinical or preventive medicine must ulti- 

mately depend upon them.” * 

_ This pronouncement has serious implications for 
those engaged in the healing arts. “The time is near 
at hand,” comments Starr,’ “when every doctor will 
be expected to employ the common statistical safe- 
guards when presenting before his peers any paper 
containing quantitative data, and the lack of such 
treatment of his data will be considered a reflection 
upon his scholarship.” It is apparent to even the 
casual reader of THE JourNAL that the routine em- 
ployment of statistical analyses for the solution of 
clinical or preventive medical problems has yet to 
achieve general usage among its contributors. There 
appears to be a general distrust of such technics: 


*Report 59-25, Research Center, College of Osteopathic Physicians 
and Surgeons, Los Angeles, California. 
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a deep-seated suspicion that such machinations only 
serve to contradict what one “knows” to be true. 
There is evident a lack of understanding of the fact 
that statistics are the scientist's most powerful tool 
for demonstrating the truth or falsity of beliefs. 
The purpose of any statistical procedure is to 
provide a logical means for evaluating the results 
of whatever manipulation of the variables concerned 
the researcher may undertake. The statistical de- 
sign, which must be stated before the experimental 
work is begun, makes possible evaluation of the 
outcome in terms of probability. The findings are 
often expressed as a percentage. Thus, the proba- 
bility of a coin coming up “heads” is one in two, 
or 50 per cent, since the two possibilities are “heads” 
and “tails.” The probability that a normal coin will 
come up “heads” nine out of ten times is one in 
1,024, or .009 per cent. If such a circumstance 
should occur, it would lead one to suspect that the 
laws of chance are being negated by an unbalanced 
coin, that the individual doing the tossing has re- 
markable skill, or that some other extraneous factor 
is involved. On the throw of a single die there are 
six possible results. Thus the probability of a given 
number appearing is one in six, or 16.6 per cent. 
When two dice are employed, the probability of 
“snake eyes” or “box cars” appearing is one in 36, or 
the probability of a one or six appearing on one 
die multiplied by the probability of its appearing 
on the second die. The probability of throwing 
“snake eyes” or “box cars” twice in a row is one in 
1,296 (1/36 x 1/36). Again, there is one chance 
in fifty-two of drawing the ace of spades from a 
shuffled deck, but the chance of performing this feat 
twice in a row is only 1 in 2,704 (1/52 « 1/52). 
One of the secrets of the successful gambler is 
that he knows the odds. He is aware of the fact 
that he can expect to draw to an inside straight suc- 
cessfully only once in eleven or twelve times. He 
“pushes his luck” when the odds are in his favor, 


but drops out of the game as soon as those against 


him become too great; this might be termed the 
point at which he considers that they have become 
“statistically significant.” The researcher who draws 
conclusions from raw data alone is in the same 
position as the gambler who attempts to draw to 
any given hand without knowing the probability 
of his successfully doing so. There is the proverbial 
one-in-a-million possibility that by pure chance the 
researcher will come up with the correct answer or 
the gambler with the right card, but the odds are 
against their so doing. However, in playing these 
odds, the gambler risks only his money; the re- 
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searcher may lose his reputation, reflect discredit 
upon his professional affiliations, and, by creating 
erroneous impressions, retard the progress of others 
working in his field. 

In evaluating research, one should first be satisfied 
as to its validity; that is, does the test or measuring 
device actually measure what it purports to meas- 
ure? One would be suspicious of the validity of 
the results of a study in which the investigator 
measured age with a yardstick; yet the literature 
is replete with reports of research wherein the in- 
vestigator used a measuring device wholly inappro- 
priate to the item being measured. Further an 
author is obligated to define what is being meas- 
ured and then to determine how well his test 
measures it. The definition of intelligence as “that 
which my intelligence test measures” may be aca- 
demically permissible, but it does little to aid in a 
fuller understanding of the subject. Similarly, if 
one should define an osteopathic lesion as “what's 
wrong with you,” there would be little to indicate 
the efficacy of an experimental technic designed 
for the relief of such lesions. Nor is the use of sub- 
jective opinion a valid research technic. A patient 
comes to a doctor expecting to be helped. Asking 
him if he now “feels better” does not truly evaluate 
technic; it more probably evaluates the patient’s 
faith in the doctor. The well-known Western Elec- 
tric experiments‘ have demonstrated that experi- 
mental subjects may show improvement regardless 
of what is being done for them, simply because im- 
provement is expected. 

Selecting the appropriate statistical design for a 
given experiment may require a considerable degree 
of professional training. Even the most experienced 
researchers do not hesitate to consult a statistician 
on problems of this nature. While relatively simple 
statistical calculations may prove laborious and time- 
consuming, it is not necessary to be able to devise 
statistical designs or to compute their formulae in 
order to understand the references to them ordi- 
narily encountered in medical papers. Comprehen- 
sion of the meaning of a mere half-dozen terms is 
all that is ordinarily necessary to enable a reader 
to determine whether an experiment has been prop- 
erly designed and whether the results are mean- 
ingful. 

Usually the first statistics cited are the mean and 
the standard deviation (S.D.,7). The mean is sim- 
ply the arithmetical average—the total score divided 
by the number of subjects—and is the single num- 
ber usually most representative of the group. The 
standard deviation, is a measure of the distribution 
of the scores around the mean. Briefly, the. individ- 
ual deviations from the mean are squared, the 
squares are added, the sum is divided by the num- 
ber of cases, and the square root of this figure is 
extracted. In normally distributed data one stand- 
ard deviation above and below the mean includes 
68.26 per cent of the scores, two standard devia- 
tions include 96 per cent of the scores, and three 
standard deviations include 99.7 per cent. If the 
standard deviation is small, the sample is relatively 
homogeneous; if it is large, the sample is heteroge- 
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neous. This measure is particularly useful in the 
behavioral sciences, since it enables the student 
to compare one experience with another. 

The coefficient of correlation shows how one fac- 
tor varies as another factor varies, and thus indi- 
cates the degree to which one variable may be 
predicted from another. A positive correlation is 
one in which one variable increases as the other 
increases, while in a negative correlation one in- 
creases as the other decreases. If, for example, 
there were a perfect positive correlation between 
age and gray hair, we could accurately tell a per- 
son’s age from the amount of his gray hair, or the 
amount of his gray hair from his age. A negative 
correlation might be exemplified by the age of an 
automobile and its value. In general, the older the 
car, the less its worth. A perfect one-to-one cor- 
relation practically never exists. Antiques, for ex- 
ample, usually increase in value as they become 
older. The coefficient will be shown as a two or 
three place decimal figure with limits of +1.00 to 
—1.00 and written as r. 

In evaluating studies which use correlation tech- 
nics, one must constantly be aware of the fact that 
correlation is not causation. Considerable contro- 
versy has arisen where this has been ignored. For 
instance, in the recent studies of cigarette smoking 
and incidence of lung cancer, the high correlation 
has led some to conclude that one causes the other. 
There is as much statistical justification for stating 
that lung cancer causes cigarette smoking as there 
is for stating that smoking causes lung cancer, for 
the correlation between the two is identical. Cor- 
relation analysis is a practical tool for use in deter- 
mining whether a particular line of investigation is 
worthy of further research to determine cause and 
effect. For working purposes a correlation of .90 
to 1.00 is considered very high; .70 to .90, high; 
40 to 70, moderate; .20 to .40, low; and from 0.00 
to .20, negligible. 

The t-test (Student’s t; Fisher’s t) is a means of 
evaluating the significance of findings based on 
small numbers of subjects, usually 25 or less. The 
statistician begins by assuming that his results were 
due to chance alone—that is, that there is no differ- 
ence between the experimental group and the con- 
trol group (the null hypothesis). For example, he 
may assume that there is no actual difference in a 
patient's condition before and after administration 
of a specific treatment. He then makes his calcula- 
tions to determine whether the observed condition 
differs from this hypothesis to the extent that it be- 
comes untenable. If he concludes that the magni- 
tude of the observed difference would occur by 
pure chance only once in one hundred such experi- 
ments; that is, that the results are significant at the 
.01 or 1 per cent level, he may reject the null hy- 
pothesis with a considerable degree of confidence. If 
he ascertains that they might occur by pure chance 
only five times in one hundred such experiments 
(.05 or 5 per cent level of significance) he may con- 
clude with a lesser degree of confidence that the 
results are not due to pure chance. Levels of sig- 
nificance lower than this are generally considered 
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too low to enable the experimenter to reject the 
null hypothesis. 

The t-test provides a means for evaluating the 
null hypothesis concerning the difference between 
two groups or samples, usually identified. as the 
“control” and the “experimental.” For evaluating 
the null hypothesis concerning multiple groups or 
samples, for example, in determining the effects of 
various drugs on motor activity, the chi-square 
(x?) test is frequently used. This test, also utilized 
when working with small groups of subjects, is par- 
ticularly popular with British medical writers. It 
consists basically of constructing a table whose 
values are taken from known data. The experi- 
mental findings are then entered in the table and 
the two sets of data are compared to determine 
whether the differences between them are greater 
than would be expected on the basis of chance 
alone. If so, the null hypothesis may be rejected. 

A statistical technic which has more recently be- 
come widely accepted is that of the analysis of 
variance. While the t-test and the chi-square test 
concern themselves with the difference between the 
mean scores of groups, the results of the analysis of 
variance enable the researcher to determine whether 
each of several groups differ as to the mean scores 
or variances. It is possible that there may be no 
differences in mean scores while the distribution of 
scores around these means may differ from group to 
group. The variability of scores may be as important 
as the scores themselves; the reaction time of men 
27 years old differs little from those 18 years old, 
yet there is a significant difference in the consistency 
of their responses.’ It well may be that in the 
combat flying of supersonic aircraft consistency of 
response is much more important than speed. Like 
the correlation analyses, the analysis of variance 
provides an insight to further research. 

Statistical technics are many and varied. Those 
here presented are among the ones most commonly 
mcountered in scientific writing. There are, of 
course, numerous advanced statistical technics, such 
as analysis of covariance and multiple regression. 
These added refinements fall outside the limits of 
this article and their use is seldom necessitated by 
the requirements of studies of the type under con- 
sideration here. However, this happy circumstance 
may not hold true a few years from now; Montoye® 
notes that there is a “tendency to apply more ad- 
vanced methods of analysis, and in all probability 
this trend will continue.” 

In general, if no statistical calculations appear in a 
research paper, the scholarship of the author and the 
conclusions drawn from his work are suspect. Not 
infrequently conclusions apparently justified by the 
raw data are diametrically opposed to those which 
the data actually justify. 

Certain characteristics of statistics must be kept 
in mind: They require objective measurements and 
deal primarily with probabilities and with groups. 

They tell us nothing about a given individual within 
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the group. We may know that statistically one auto 


mobile driver out of every so many will be injured 
in a traffic accident during the coming year, but 
this does not enable us to predict which individuals 
will be involved. Statistics cannot be any better 
than the data upon which they are based. “No 
amount of mathematical subtlety or statistical ma- 
nipulation,” said Muntyan’ “will render unreliable 
data trustworthy, or establish a structure in the em- 
pirical world.” 

The researcher must define what it is that is being 
measured, and how well the device used measures 
it. He must employ statistical technics appropriate 
to the objective measurements, and the conclusions 
drawn must be justified by, but not exceed, the data. 

Statistics are an aid to common sense, not a sub- 
stitute for it. In any biologic problem there is always 
the question of whether a statistically significant re- 
sult is also a biologically significant one. If all the 
people in the world were measured as to height and 
it were found that males are one-tenth of an inch 
taller than females, the results would be statistically 
significant, but such a slight difference would prob- 
ably be without physiologic significance. Thus sta- 
tistics are as a two-edged sword: It is impossible to 
evaluate intelligently the results of an experiment 
without knowledge of the probability of those results 
being due to pure chance, yet one must also be wary 
of assuming too much on the basis of the statistical 
analysis alone. If the results of the analysis do not 
appear consistent with logical expectation, one 
should at least check his arithmetic! However, “it 
the experimental plan has been soundly conceived 
and executed and the results clash with your notions 
about the eternal verities of clinical medicine, then, 
like Cromwell, ‘I beseech you, gentlemen, consider 


it possible that you may be mistaken.’ ”* 
1721 Griffin Ave. 
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Correction 


> In the list of Osteopathic Hospitals on page 74 of the 
September JourNaAL, the symbol indicating a residency in 
obstetrics and gynecology was used instead of the symbol 
for a residency in obstetrical-gynecology surgery at the 
Metropolitan Hospital, 300 Spruce St., Philadelphia 6. We 
regret the error. 
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Convention City, Campbell A. Ward 
A, T. Still Memorial Lecture, Wallace M. Pearson 
Convention Scientific Exhibit, Wilbur V. Cole 


House of Delegates Charles W. Sauter, II 
Vice Speaker, 


House of Delegates Philip E. Haviland 


TRUSTEES 
Robert A. Galbraith, John W. Hayes, Eugene D. Mosier, 
Ira C. Rumney, William B. Strong (Terms expire 1960); 
Robert D. Anderson, Lydia T. Jordan, Wallace M. Pearson, 
Herbert L. Sanders, Campbell A. Ward (Terms expire 1961); 
J. Scott Heatherington, Russell M. Husted, Charles L. Nay- 
lor, Dominic Raffa, J. Edward Sommers (Terms expire 1962) 


Department of Public Affairs, Russell M. Husted 
Bureau of Public Education on Health, Eugene D. Mosier 
Bureau of Public and Industrial Health, Robert D. Anderson 
Committees: 
Third Party Medicine, Theodore F. Classen 


Department of Business Affairs, Roy J. Harvey 
Bureau of Finance, Carl E. Morrison 
Bureau of Insurance, John W. Mulford 


Council on Federal Health Programs, Chester D. Swope 
Council on Development, William B. Strong 


Ad Hoc Committees 
Conference, Carl E. Morrison 
Format and Scheduling of National Conventions, Campbell A. Ward 
Mead Johnson Grants, John W. Mulford 
Manual of Procedure (Joint House-Board), Herbert L. Sanders 
A.O.A. Organizational Structure, Campbell A. Ward 
Council on Emergency Medical Services, Chester D. Swope 
Council on Accreditation (to be appointed) 


Dr. Ira C. Rumney 
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A Message from the President 
of the American Osteopathic Association 


> Your American Osteopathic Association is 
a service organization. The very tenets upon 
which and for which this organization was 
founded were that individuals who were vitally 
and sincerely interested in being of greater 
service to their fellows should serve in posi- 
tions of organized leadership within the pro- 
fession. I would be remiss if I did not call to 
your attention the fact that the founder of the 
osteopathic school of medicine was a highly 
dedicated medical physician who wished to 
improve the practice of medicine and include 
new realms of scientific thought, based upon 
anatomy, physiology, chemistry, and allied 
fields. Also, it was his desire to improve the 
practice of surgery and obstetrics. Individuals 
so dedicated must of necessity be unselfish and 
courageous and must recognize that their new 
thought will provoke considerable unfavorable 
comment until such scientific experience and 
further progressive thinking may be accepted. 
Had it not been for courage, mingled with a 
keen determination to be of greater service, Dr. 
Still would not have made his great contribu- 
tion to the health care of humanity. 


Mead Johnson program enters fifth year 
Annual Reports 

Department of Professional Affairs 
Council on Federal Health Programs 
Department of Public Affairs 
Headquarters Activities 


Those of us who are motivated by a keen 
desire to offer to humanity all those adjunctive 
forms of therapy which are available and are 
at our disposal, too, must contemplate further 
pioneering in our chosen profession. An indi- 
vidual properly motivated will want to join the 
ranks of that school of thought whose primary 
function is to serve humanity to the best of his 
ability and with all available armamentarium, 
in order that as a dedicated physician he may 
render the best health care and service to his 
patients. It is our sincere hope that not only 
the leadership of the American Osteopathic 
Association but every D.O. will address him- 
self to the same degree of commitment. 
In some circles, there seems. to be a misap- 
prehension concerning your National Associa- 
tion. Most definitely and unequivocally, it is 
a service organization. As chief executive of 
this great profession, I wish to assure you that 
the members of the Board of Trustees of our 
national association are not only willing but 
anxious to be of service at all times to the 
members of our profession. A tremendous 
amount of time, energy, and talent are ex- 
pended on behalf of the profession by the mem- 
bers of this Board. Certainly, if there were a 
selfish motivation on the part of the individ- 
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uals, they would not accept a position on a 
Board that requires that much time and energy 
be expended on behalf of their colleagues. The 
members of this Board continually study and 
consider many new projects which, in all 
probability, will aid our beloved osteopathic 
profession. In many instances, this requires 
considerable travel and inquiries into new 
channels of development; it expedites and im- 
plements new and streamlined organizational 
changes. Their activities are supplemented by 
dedicated full-time employees. 

Since the impact of the osteopathic profes- 
sion has been recognized by many other health 
agencies as a service organization, many addi- 
tional channels of responsibility are unfolding. 
The contribution that our school of medicine 
has to offer to their various publics is being 
recognized. These demands upon the profes- 
sion have been brought about not only by 
increased recognized publics, but also by many 
other health care agencies. It thereby becomes 
mandatory that the membership, the leadership, 
and all the other areas of organized osteopathy 
be cognizant of a rapidly expanding profession. 
The observation has been made by many indi- 
viduals that our profession has grown more 
rapidly than any other branch of the healing 
atts profession. The comment has been made 
that unless we maintain an open-minded atti- 
tude, the growth of the profession will exceed 
the rapidity of the minds of its members. This 
could prove to be a deterring factor, and must 
be carefully guarded against in the promotion 
of osteopathic medicine. 

More and more lay members, together with 
physicians, are organizing new and improved 
hospital facilities for the health care of the sick 
and disabled. A greater degree of commitment 
and service is required in order that the growth 
of our educational facilities will be commensu- 
rate with the new demands made on the pro- 


fession for additional trained personnel to serve 
in specialty capacities, as well as leaders for 
the new institutions. Therefore, continued 
progress must be made in the realm of greater 
expansion of our present educational facilities. 
To keep pace with the ever-expanding pop- 
ulation, new colleges must be organized. 

As President of the American Osteopathic 
Association, I am most happy to report to you 
that the leadership and the membership is 
recognizing, more and more, its responsibility 
concerning this vital problem. This is mani- 
fested by the fact that more and more of our 
states are adopting the plan of support-through- 
dues at a state level to aid osteopathic educa- 
tion. Never before in the history of this pro- 
fession has the membership, not only in service, 
but by financial aid, accepted its responsibility 
as it has in the last two decades, not only to 
organize in order more adequately to support 
our osteopathic colleges, but it has implemented 
action which, I am most happy to say, surpasses 
all the lip service that has been given to many 
other organizations. This indicates to me that 
we have reached a stage of maturity which 
not only recognizes the need for continued sup- 
port, but justifies the continued efforts on the 
part of each one of us that, together, we shall 
maintain and improve our contribution to the 
promotion of osteopathic medicine in this gen- 
eration. In that way, we will present a chal- 
lenge to the future, so that our children and 
their children shall have the benefits of the 
distinct contribution that we have made, and 
shall continue to make, for the welfare of 
humanity. 


Qo. 


2300 Providence Ave., Chester, Pennsylvania 


Mead Johnson fellowship program 


enters fifth year 


>» An increase in the number of 
grants from six to nine marks the 
opening of the fifth year of the 
Mead Johnson and Company pro- 
gram of support for graduate work 
in osteopathic practice. 

As recently announced by Dr. 
John W. Mulford, Cincinnati, 
Chairman of the Committee which 
administers the program for the 
American Osteopathic Association, 
applications are now in order for 
full-time, 1-year grants, to be 
awarded June 1, 1960, to nine 
young osteopathic physicians for 
advanced study in general practice, 
obstetrics and gynecology, pediat- 
rics, or internal medicine. 


1960-61 awards ¢ Fellowships will 
be for $1,000 each, and will be- 
come effective July 1, 1960. They 
will be awarded on the basis of 
scholarship, financial need, and 
demonstrated ability in osteopathic 
medicine to graduates of the last 
4 years—the classes of 1956 through 
1959. 

These annual awards are a part 
of the broad program of financial 
support to postgraduate medical 
education conducted by Mead 
Johnson and Company, whose 
headquarters are in Evansville, 
Indiana. In this, as in its other 
educational programs, the com- 
pany limits its participation solely 
to financial support. 

“It is with satisfaction that we 
announce the awards schedule for 
1960-61,” said Dr. Mulford. “The 
Mead Johnson program has devel- 
oped steadily in the last 4 years, 
and marks another advancement in 
osteopathic higher education.” 

Other members of the A.O.A. 
Committee are Drs. Joseph W. El- 
bert, Petersburg, Indiana, and Paul 
van B. Allen, Indianapolis. Work- 
ing closely with the Committee are 
Dr. George W. Northup, A.O.A. 
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Immediate Past President, Law- 
rence W. Mills, A.O.A. Director of 
Education, as consultants; W. D. 
Snively, Jr., M.D., vice president 
and medical director of Mead 
Johnson, and Mrs. Patricia Deller, 
executive secretary of the com- 
pany’s graduate education program. 

Mead Johnson fellowships must 
be taken in an osteopathic college 
or college-affiliated hospital, which 
may be chosen by the award re- 
cipient. They are full-time trainee 
programs. An applicant must be 
recommended by the dean and 
two faculty members of his osteo- 
pathic college. 


Development of program * The 
Mead Johnson program was insti- 
tuted in 1955, with Dr. Northup 
as first Chairman of the A.O.A. 
Committee set up to administer the 
new program. Two years later, 
Dr. Mulford, also a Past President 
of the Association, was named as 
Chairman. 

The first year, three fellow- 
ships were awarded, all in the field 
of general practice. Three grants 
were also awarded for 1957-58. 


They were increased to six for 
1958-59 and for the year now in 
progress. 

So far, fifteen young osteopathic 
doctors, two of them women, have 
completed the fellowship training. 
Of the number, three have had 
second-year grants. Five of the six 
osteopathic colleges have partici- 
pated in the program. The six 
men who are presently training 
under the program range in age 
from 25 to 38 years, and are work- 
ing in four colleges and their af- 
filiated hospitals. 


1959-60 fellows * These doctors 
include: David J. Simon, the Col- 
lege of Osteopathic Physicians and 
Surgeons, Los Angeles, a second 
grant in general practice; Melvin 
J. Anderson, of the Chicago Col- 
lege of Osteopathy, in internal 
medicine; George M. Haber, 
COPS, also in internal medicine; 
A. Eugene Marguglio, Kansas City 
College of Osteopathy and Surgery, 
in obstetrics and gynecology; 
Franklin J. Schneiderman, Kirks- 
ville College of Osteopathy and 
Surgery, in pediatrics; and Alfred 
A. Paternoster, COPS, in obstetrics 
and gynecology. 

Applications for 1961 awards 
are now available from the Com- 
mittee on Mead Johnson Grants, 
the American Osteopathic Asso- 
ciation, 212 East Ohio Street, Chi- 
cago 11. They must be completed 
and returned by May 1. Awards 
will be announced June 1. 


As President of the American Osteopathic Association, Dr. 
Galen S. Young is scheduled in the coming weeks to attend 
these osteopathic conventions and meetings: 


National Osteopathic Guild Association, in Chicago, No- 


vember 13-14 


vember 19-21 


Massachusetts Osteopathic Society, in Boston, January 16-17 


American College of Obstetricians and Gynecologists, in 
San Antonio, Texas, February 21-25 


: Pennsylvania Osteopathic Association, in Philadelphia, No- 
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Annual Reports—Department of Public Affairs—Council on Development 


In keeping with the official directive that annual reports of A.O.A. 
chairmen be published in successive numbers of THe JourNau rather 
than in the September issue only, presented here are reports of two 
agencies of the Department of Public Affairs, and of the Council on 
Development. 

Dr. Robert D. Anderson, Philadelphia, reports as Chairman of the 
Bureau of Public Health and Safety, Robert A. Klobnak, Chicago, as Di- 
rector of the Division of Public and Professional Service, and Dr. William 
B. Strong, Brooklyn, as Chairman of the Council on Development. 

Both of these Public Affairs agencies were realigned this year as a 
part of the program of streamlining of A.O.A. structure. The Bureau of 
Public Health and Safety and the Bureau of Industrial and Institutional 
Service were combined as the Bureau of Public and Industrial Health. 
Dr. Anderson was named as Chairman and Dr. Theodore F. Classen, 
Warrensville Heights, Ohio, as Vice Chairman. The Division of Public 
and Professional Service became a part of the structure of Central Office. 
Mr. Klobnak continues as Director. 


were directed to work together for 
the best interest of the profession. 
In 1943, the House advocated 
closer cooperation between the 
A.O.A. and divisional societies in 
the field of public health. 

In 1944, A.O.A. publications car- 
ried articles that stressed the re- 
sponsibility of the physician in 
public health. In 1945, national 
and divisional officers were advised 


Robert D. Anderson, D.O. 
Chairman 


Bureau of 
Public Health and Safety 


> The Bureau’s activities for the 
year have been carried out in inter- 
pretation of various directives 
found in the Manual and minutes 
of the House and Board. Review of 
some of these proves interesting. 


House-Board directives * As early 
as 1926, the objectives of this Bu- 
reau were to “evidence the interest 
of the profession altruistically in 
public health and welfare.” In 1938, 
the Bureau and the Division of 
Public and Professional Welfare 
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to encourage individual physicians 
to be more conscious of public 
health responsibilities. In 1950, 
A.O.A. policies were further clari- 
fied and in 1954 an explicit direc- 
tive was made: “The Bureau of 
Public Health and Safety and the 
Bureau of Industrial and Institu- 
tional Service shall give careful 
consideration to coverage under 
labor’s health and welfare negoti- 
ated benefits, and like departments 
in all divisional societies shall be 
alerted to the problem.” 


In 1955, the House and Board 
advised the Bureau “to continue 
investigation of various public 
health and safety organizations, 
and membership shall be recom- 
mended to the Board in such or- 
ganizations through which the 
A.O.A. may contribute to improve 
public health and safety.” In 1956, 
it was specifically stated that a 
member of the Bureau be one of 
the representatives to the National 
Health Council, that the A.O.A. 
become a contributing member of 
the American Public Welfare Asso- 
ciation, and that the A.O.A. exhibit 
at the annual meeting of the Amer- 
ican Public Health Association. 

In 1957, the chairmen of the 
Bureaus of Public Education on 
Health, Industrial and Institutional 
Service, and Public Health and 
Safety agreed to the following 
statement: “That the Bureau of 
Public Health and Safety shall be 
charged with establishing more 
effective participation by osteo- 
pathic physicians and lay support- 
ers of the profession in health and 
welfare organizations influential in 
state and national affairs, and shall 
furnish the Department of Public 
Relations and the Bureau of Public 
Education on Health with perti- 
nent information.” This report was 
accepted by both House and Board. 


Meetings attended * This is quite 
a list of directives. To comply with 
their intent gives the Bureau heavy 
responsibility. Members of the Bu- 
reau have attended regional con- 
ferences of the American Public 
Welfare Association, American 
Public Health Association, National 


Health Council, National Advisory 
Committee on Local Health De- 
partments, Social Welfare Legisla- 
tion Information of HEW, National 
Citizens Committee on World 
Health Organization, a number of 
conferences on rehabilitation both 
state and national, the Joint Con- 
ference of the Group Health Fed- 
eration of America, and the Amer- 
ican Labor Health Association. 
Plans are now being made to at- 
tend the National Leadership 
Training Institute for the 1961 
White House Conference on Aging. 

The Bureau expresses thanks to 
Dr. Eveleth for his efforts in en- 
couraging other than members of 
the Bureau to attend these meet- 
ings. College faculties and indi- 
vidual members of the profession 
have been alerted to these meet- 
ings and a number have attended. 
President Northup’s encouragement 
and thoughtful suggestions have 
been most welcome. 

For recommendations, see page 
233. 


Robert A. Klobnak, 
Director 


Division of Public 
and Professional Service 


> The Division report last year 
identified the profession’s publics, 
grouped them in three categories 
and explained the programs tai- 
lored for each of them. Since that 
time, those programs have been 
strengthened in many areas, and 
new ones have broadened the Di- 
vision’s scope. 

The Division has been thorough- 
ly integrated into the activities of 
the Council on Development. Of 
its nine subcommittees, staff mem- 
bers serve on those on foundations, 
firms and corporations, health 
agencies, women’s organizations, 
and estate planning. The report of 
the Council describes these respon- 
sibilities. 


Public relations—national and 
state * The public relations prob- 
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lems of the profession cannot be 
solved at the national level alone. 
Sound programs must also be de- 
veloped at state and local levels. 
Because the Division looks upon 
this as an objective of its program, 
it conducted a survey last fall of 
public relations activities by divi- 
sional societies, and presented its 
findings to the winter meeting of 
the Society of Divisional Secretar- 
ies. Information derived from 
thirty-two respondents indicated 
that most state societies are in the 
foundation-laying stage, and that 
they look to this Division as a 
producer of programs and mater- 
ials for their use. 

To aid these societies, the Di- 
vision has prepared a public rela- 
tions kit, incorporating much in- 
formation derived from the survey. 
This has been distributed to all 
divisional secretaries, A.O.A.-list- 
ed hospitals, colleges, and indi- 
viduals with public relations res- 
ponsibilities. The kit now contains. 
three pamphlets: co-operation with 
the press and radio and television 
stations; information on _prepara- 
tion of news information; and state 
lists of daily and weekly news- 
papers and radio and television 
stations. Supplied also is a cata- 
logue of medical films. A fourth 
pamphlet on exhibits will soon be 
supplied. The kit has been well re- 
ceived. 


Convention coverage * During 
the year, the Division covered 
twenty conventions of A.O.A. af- 
filiates, and provided mail coverage 
for four others. News materials 
were supplied to convention execu- 
tives in conjunction with appear- 
ances of A.O.A. and A.A.O.A. offi- 
cials. 

Convention coverage is a major 
effort of the press representative, 
and at times demands the services 
of all other staff members. Each 
convention requires at least five 
working days of a staff member 
away from the office, plus time 
for preparation. 


News Bulletin * The monthly 
News Bulletin was transformed 
from a mimeographed mailing 
piece with a circulation of 500 to 
a printed publication with a circu- 
lation in excess of 3,000, The list 
now includes foundations, pharma- 


ceutical houses, federal and na- 
tional health agencies, insurance 
companies, and individuals inter- 
ested in osteopathy. It, too, has 
been well received. 


A.O.A. exhibits * The Division 
continues to exhibit at national 
meetings, last year at the National 
Education Association, American 
Personnel and Guidance Associa- 
tion, New York Health Show, and 
the American Public Health Asso- 
ciation. It considers exhibiting an 
extremely important part of its 
total program, and encourages sim- 
ilar programs in divisional societies. 

The A.O.A. Office of Education, 
under its director, Lawrence W. 
Mills, has worked closely with the 
Division in exhibits at educational 
meetings. Mr. Mills has been most 
cooperative, even sharing staffing 
responsibilities. 

A new exhibit is being designed 
for use at meetings now covered 
regularly; repeated use of the same 
exhibit lessens effectiveness. A sec- 
ond exhibit will also free the pres- 
ent one for use at new meetings, 
and for lending to divisional soci- 
eties for large meetings. 


Journalism awards « The second 
Annual A.O.A. Journalism Awards 
contest was again judged by Ed- 
ward Eulenberg, feature writer for 
the Chicago Daily News and direc- 
tor of Northwestern’s School of 
Journalism, Chicago campus. This 
year’s winners, each of $100 and a 
plaque, were George R. Staab, of 
the Philadelphia Bulletin, Nate 
Haseltine, Washington Post and 
Times Herald, and George Getze, 
Los Angeles Mirror-News. 


Book on osteopathy * A book to 
be written in popular style on the 
history and growth of the profes- 
sion remains a Division project. 
Oceana Publications feels there is 
a great need for such a book, and 
in producing one would ask noth- 
ing from the A.O.A. but coopera- 
tion and promotion of the com- 
plete product. Each chapter would 
be submitted to the A.O.A. for ap- 
proval and comment. The book 
would not be subsidized. 


Rural clinic story ¢ Last October 
a magazine photographer, Mike 
Shea, was retained to do a picture 
story on the rural clinic program of 
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the Kirksville college, with the 
A.O.A. paying his expenses and 
sharing a $500 fee with KCOS. 
With Dan Astrahan, staff writer, 
Mr. Shea spent 2 weeks in the 
Kirksville area and took more than 
1,200 photographs. Of these, 35 
were submitted, with a story, to 
national magazine editors. 

This was a speculative project: 
The picture-story was sent through 
a New York agent to Life, Look, 
Saturday Evening Post, McCall's, 
Coronet, American Weekly, and 
Redbook. Picture editors of these 
publications liked the story, and 
several of them submitted it for 
editorial board review. It was 
turned down, however, with such 
statements as “profession is too 
controversial,” “such a story would 
incur the wrath of the medical pro- 
fession,” “acceptance of osteopathy 
varies too much from state to state 
for a national publication.” 

It is important that the profes- 
sion understand the problems en- 
countered in the field of mass 
media. Here is a case of a good 
story being rejected only because 
it dealt with an osteopathic rather 
than a medical program. 

The story is not a dead issue yet. 
Enough interest has been stirred up 
to approach the editors again. The 
director has supplied the agent 
with news clippings and other ma- 
terials, and has asked him to con- 
tact all magazines again. If the 
story is rejected a second time, the 
photographs will be utilized in a 
pamphlet. 


Paducah Health Education Study 
* The final phase of the Paducah 
Health Education Study was com- 
pleted last December. Results ex- 
ceeded all expectations. Requests 
for copies of the study have come 
from state departments of health 
from as far away as Hawaii. Editor 
and Publisher, “bible” of journal- 
ists, devoted half a page to it. The 
official publication of the Arthritis 
and Rheumatism Foundation, in 
a lengthy feature article in its off- 
cial publication, described the proj- 
ect as the first of its kind, one that 
“revealed much on what people 
don’t know about arthritis.” 
Perhaps the greatest tribute 
came when the American Public 
Relations Association awarded the 
A.O.A. its silver anvil for “an out- 
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If you want a fellowship in 
osteopathic practice, and 
if you graduated in 1956 
or later, apply for a 
Mead Johnson grant. See 
the story on page 223. 
Applications must be 
received by A.O.A. by May I 


standing public relations perform- 
ance by a professional association.” 
The director received this “oscar” 
of the public relations profession 
at its national convention last May 
in Miami Beach. 

It is not so important that an 
award was won. What is important 
is that the profession conducted a 
study in the public interest, its 
first such undertaking. Other silver 
anvils, in other fields, were award- 
ed to such organizations as the 
National Broadcasting Company, 
U.S. Department of Agriculture; 
Lever Brothers Company; U.S. In- 
formation Service, Thailand; Milk 
Industry Foundation; and the Syra- 
cuse Hospital Council. 

The director feels that much 
more is yet to be gained from this 
project, and has outlined a compre- 
hensive follow-up. This would en- 
tail more expense, but would also 
be more valuable, and could avoid 
frustrations encountered in getting 
the original study in motion. 

The Arthritis and Rheumatism 
Foundation has offered its com- 
plete cooperation in any further re- 
search the A.O.A. may wish to 
undertake, and the Division would 
probably be able now to select any 
one of a dozen universities in which 
to conduct it. It is hoped that the 
staff can be sufficiently increased 
to carry this work forward, so that 
the profession may profit from its 
built-in public relations value. 


New A.O.A. Film ¢ Current A.O.A. 
films have done a tremendous job 
over the last 7 years. Annually, 
they have averaged 1,000 show- 
ings, at a distribution cost of more 
than $2,300. But they cannot repre- 
sent the profession much longer; 


a new film will be needed in the 
not too distant future. A conserva- 
tive, step-at-a-time approach is sug- 
gested. At a meeting in New York 
this year, the director was intro- 
duced to a unique and inexpensive 
technic, later investigated by the 
Committee on Audio-Visual Edu- 
cation and members of Central Of- 
fice staff. Termed the audio-visual 
picture plan and produced by a 
film-making organization, it is a 
“scale model” of a projected film. 
It is a 35 mm. strip of from eighty 
to one hundred colored pictures 
with accompanying narrative. Such 
a picture plan is suggested, to’ be 
ready for screening for the Board 
meeting in January and the House 
meeting in July. 

The director wishes to make it 
clear that a film is not being sug- 
gested at this time, but that a pic- 
ture plan is. It would cost $6,500 
and would have many advantages. 
It could be shown by the director 
to four foundations which list com- 
munications as their primary con- 
cern with the idea of interesting 
them in financing a film in whole: 
or in part. It could be used by the 
Business Manager in interesting 
foundations and pharmaceutical 
houses. If outside financial assist- 
ance could not be obtained and the 
profession should decide against 
producing a film, the picture plan 
could be converted at no additional 
cost into an audio-visual presenta- 
tion. The profession has little to 
lose and much to gain. 


Campfire directorship * Last fall 
the director agreed, on request of 
William Young, assistant to the 
president of the Sears Roebuck 
Foundation, to conduct publicity 
on a voluntary basis for the Chi- 
cago Area Council of Campfire 
Girls. According to. their executive 
director, this year’s coverage was 
the “best ever received in the Chi- 
cago area.” As a direct result of this 
community service, the director 
was elected to membership on the 
organization’s board of directors 
and appointed chairman of its pub- 
lic relations program. 

The director had the interesting 
experience of representing the pro- 
fession at the regional conference 
of the American Public Welfare 
Association, held in Des Moines, 
and of attending the Atlantic City 


convention of the American Medi- 
cal Association. 

It would be unfair to conclude 
this report without commending 
the Division’s staff. Otha Linton, 
Dan Astrahan, and the two secre- 
taries have carried an increasingly 
heavy burden this year, due to 
added responsibilities and person- 
nel losses. The Division is indebted 
to Dr. Wesley B. Larsen, chairman 
of the Division’s Executive Com- 
mittee, and Executive Secretary 
True B. Eveleth for their encour- 
agement and assistance in imple- 
menting the activities covered in 
this report. 


Recommendation (approved) 
That the Division be authorized to 
develop an audio-visual picture 
plan, in cooperation with a profes- 
sional film-making organization, at 


a cost of $6,500. 


William B. Strong, D.O. 
Chairman 


Council on Development 


> At the initial meeting of the 
Council on last October 13, a defi- 
nition of development was thus 
projected by our consultants, Gon- 
ser and Gerber: “Development is 
the sum total of those promotional 
activities that an institution must 
carry on in order to perpetuate 
its own life.” They emphasized, 
and .the Council agreed, that 
promotional activities for our pro- 
fession- must be in terms of a con- 
tinuing program. In order to 
accomplish this, a blueprint had 
to be developed of where the pro- 
fession is now, and where it hopes 
to be 5, 10, or 25 years hence. 


Areas of development ¢ As a 
learned profession dedicated to 
care of the sick and the preven- 
tion of disease, three areas of 
development immediately become 
apparent: colleges, hospitals, and 
research programs. Accordingly, 
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three committees of the Council 
were assigned to gather informa- 
tion concerning them. In report- 
ing as chairman of the Committee 
on Education in December, Dr. 
MacBain recommended “that this 
Committee, with the help and ad- 
vice of the administrative staffs of 
the colleges, prepare a blueprint 
of the osteopathic educational pic- 
ture as it exists today, and as it 
can be projected over a 10-year 
period.” This blueprint is to give 
us an understanding of what we 
are so that we can interpret our- 
selves to other educators. It must 
be factual, not defensive, accurate 
and objective, without compari- 
sons or references to other schools 
of medicine. Strengths and weak- 
nesses must be honestly faced. 

The Committee, with the help 
of the colleges, has earnestly en- 
deavored to carry this out. The 
questionnaires prepared were 
thorough and searching. Com- 
piled, they will provide the Coun- 
cil with information that will be 
an effective presentation to gov- 
ernment and philanthropic agen- 
cies. 

The Committee is giving much 
thought to the need for more 
osteopathic physicians and the 
problems of training them. It is 
concerning itself not only with 
buildings, equipment, and facul- 
ties but also with the profession’s 
good relations with other areas of 
higher education. Dr. MacBain 
also recommended that the Coun- 
cil and the Committee concern 
themselves with the continuance 
and the furtherance of under- 
standing and good relations with: 
(a) undergraduate institutions, par- 
ticularly their basic science facul- 
ties and premedical advisers, (b) 
deans, (c) presidents of colleges 
and universities and officials of 
educational associations. It must 
continue to expand university af- 
filiations. 

Recognizing the profession’s 
need for more hospitals, the Coun- 
cil assigned a committee to this 
problem. Information has been re- 
quested from several groups that 
may be counted on to have ideas 
and information. Currently, Mr. 
Lloyd Hall is taking this matter 
under his supervision, and some 
forward-looking programs may bé 
expected shortly. 


The Committee on Research, 
Dr. Roy J. Harvey, chairman, is 
gaining information from the Bu- 
reau of Research and other agen- 
cies in order that a blueprint of 
our research needs and opportu- 
nities can be projected. In this 
way, government and philanthropic 
agencies can be made aware of 
the profession’s program. 


Areas of Public Support ¢ In or- 
der to present the osteopathic pro- 
fession—its assets, needs, and 
dreams —to the areas that might 
be expected to give assistance, 
certain publics needed to be iden- 
tified and assigned. As a result 
the following subcommittees and 
chairmen were named: 


Committee on Foundations—Rus- 
sell M. Husted, D.O. 


Committee’on Firms and Corpora- © 


tions—Roy J. Harvey, D.O. 
Committee on Women’s Organiza- 
tions—Mrs. George Cozma 
Committee on Professional Culti- 
vation—Charles L. Naylor, D.O. 
Committee on Estate Planning— 
Mr. Lloyd L. Hall 

Committee on Health Agencies— 
True B. Eveleth, D.O. 

Committee on Government—Fed- 
eral and State—Mr. Milton McKay 
Committee on the Doctor and his 
Patient—Dr. Naylor 

Committee on Education—R. N. 
MacBain, D.O. 

The Committee on Foundations 
noted early that personal contact 
with the various foundations was 
of great importance, and that many 
of the foundations knew very little 
about the osteopathic profession. 
Current information on assets, 
fields of interest, and the names 
of all officers are on file. Five 
thousand copies of a_ revised 
“Focus on the Future” have been 
obtained and an eight-page folder 
of particular interest to founda- 
tions has been printed. [This ap- 
peared as an insert in the October 
issue of THE Forum]. The A.O.A. 
News Bulletin is currently being 
sent to foundations. Three bro- 
chures to follow “Focus on the 
Future” are being prepared. As 
divisional society councils on de- 
velopment are formed, the A.O.A. 
Council plans to make available 
to them the names of foundations 
in their areas, and to encourage 
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Six Development Council objectives 


Recruit qualified students 


eee 


personal contact and cultivation 
of these foundations, with assist- 
ance by the Council. 

The Committee on Firms and 
Corporations likewise recognizes 
the need for individual approach. 
The need for personalized litera- 
ture on the osteopathic profession 
has been frequently stressed by 
its Chairman, Dr. Harvey. It is 
hoped that the lay members of 
the Board of Directors of the Os- 
teopathic Foundation and other 
top business leaders will assist in 
this compilation. During discus- 
sion of the reports of the Com- 
mittee on Firms and Corporations, 
Council members pointed out that 
some companies provide assist- 
ance in education to the children 
of employees. Some companies 
also make available funds for 
scholarships and fellowships. Mr. 
Suberg pointed out that moneys 
given for scholarships and fellow- 
ships may be taken out of funds 
appropriated for advertising. 

Dr. Harvey, Mr. Suberg, and I 
are preparing to call on the first 
of these corporations to discuss 
fellowship and scholarship pro- 
grams. Booklets and _ brochures 
prepared for foundations are ex- 
pected to be used here also. 
Should this method of approach- 
ing firms and corporations be suc- 
cessful, divisional councils will be 
asked to participate in approach- 
ing firms in their areas. 

The Auxiliary and the National 
Osteopathic Guild Association have 
tremendous public relations and 
fund raising value and potential. 
These two groups have made great 
strides in their development and 
in their assistance to the American 
Osteopathic Association and _ its 
educational system. The Commit- 
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Increase support for osteopathic colleges 
Develop public understanding of the profession 


Increase size, number, quality of osteopathic hospitals 
Obtain funds for clinical facilities, faculties, research 
Obtain funds for seventh osteopathic college 


tee on Women’s Activities, recog- 
nizing this, has attempted to es- 
tablish programs on public health 
and osteopathic education for the 
auxiliaries, guilds, and other wom- 
en’s organizations, and to encour- 
age presentation of such programs 
to business and professional wom- 
en's clubs, P.T.A. and church 
groups, and others. Mrs. Cozma 
and her Committee have done a 
yeoman’s job. Great rewards in 
enthusiasm, information, and fund 
raising from this most important 
public will be expected during the 
coming year. 

The Committee on Professional 
Cultivation concerns itself with ac- 
quainting the profession with prob- 
lems of education and support. 
This is, in fact, the O.P.F. Com- 
mittee and is an integral part of 
the development program. Dr. 
Naylor and his Committee have 
done a tremendous job, as O.P.F. 
figures and the number of states 
adopting “support-through-dues” 
programs testify. The Committee 
is attempting to make sure that 
all osteopathic physicians every- 
where are aware of the problems 
of osteopathic education and _ its 
cost, and to help them do some- 
thing about it. Dr. Naylor is doing 
a wonderful job as chairman. 

The Committee on the Doctor 
and His Patients is also one of Dr. 
Naylor’s responsibilities. No public 
is so available and so necessary 
to the profession as the one made 
up of patients who are enthusias- 
tic about their doctors and the 
profession they represent. These 
people are the foundation of our 
support. The problem of acquaint- 
ing this public with osteopathic 
education, hospitals, and research 
is the responsibility of this Com- 


mittee. It should be easy for the 
physician to tell his patient of his 
profession’s assets, needs, and as- 
pirations, but somehow it is not. 
Dr. Naylor and his Committee, 
with the assistance of the Com- 
mittee on Education, have been 
conducting small meetings on os- 
teopathic education in various 
cities. These have usually taken 
the form of luncheon meetings. 
A wider use of HEALTH magazine 
and the production of some infor- 
mational brochures on osteopathic 
education are anticipated. 

The American Osteopathic As- 
sociation, one of the great public 
health agencies, is participating 
more and more in public health 
programs. Dr. Eveleth, as chair- 
man of this Committee on Health 
Agencies, urges, as does the Coun- 
cil on Development, A.O.A. par- 
ticipation whenever possible. Di- 
visional society councils will find 
many areas in which to assist in 
these programs. The Committee 
stands ready to advise on each of 
these. It would be helpful if di- 
visional councils would report op- 
portunities and degree of partici- 
pation in public health operations. 

Mr. McKay, reporting as chair- 
man of his Committee on Gov- 
ernment—Federal and State, com- 
ments that one of our difficulties 
in relation to state appropriations 
for osteopathic education is that 
our colleges are grouped in rela- 
tively few states. He noted the 
large appropriation that Pennsyl- 
vania has made to the Philadelphia 
College of Osteopathy, and com- 
plimented them on it. He com- 
mented also on the fine contribu- 
tion the County of Los Angeles 
has made to osteopathic education 
by erecting a new county hospital, 
and in payment for services. 

Other parts of the nation have 
not been so successful in state aid. 
This is an area that needs develop- 
ment. Dr. Chester Swope, as a 
member of the Committee, has 
given a comprehensive review of 
funds available or about to be 
available for osteopathic education 
for qualifying institutions. He 
comments that osteopathic institu- 
tions generally do not seem to be 
placing themselves in a position 
to take advantage of matching 
grants for educational facilities. 

One of the most active com- 


mittees of the Council is that ot 
Estate Planning. Mr. Hall, its 
chairman, has written the best 
articles on the subject that I have 
ever seen. These are appearing in 
five installments in THe Forum. 
The Council expects to reproduce 
them in brochure form for use of 
hospitals, clinics, colleges, divi- 
sional society councils, and other 
areas of the profession which find 
it useful. It is hoped that speak- 
ers on the subject can be made 
available to divisional society con- 
ventions. Mr. Hall has also written 
an important article for an early 
issue of the A.A.O.A. Record. The 
Council is proud of the accom- 
plishments of its Committee on 
Estate Planning. 


Divisional Councils « Recognizing 
that necessary to the development 
program is the participation of a 
large number of leaders of the 
profession, the Council requested 
that divisional societies name divi- 
sional councils on development to 
be made up of five members, in- 
cluding the divisional secretary 
and the O.P.F. chairman. It is 
hoped that the A.O.A. Council and 
the divisional society councils can 
be mutually helpful in receiving 
and providing information and as- 
sistance. Specific requests for as- 
sistance are already being formu- 
lated by the Committees on Estate 
Planning, Women’s Activities, Cor- 
porations and Foundations. There 
will be much work for the divi- 
sional councils to do. 

The Council has given contin- 
uing consideration to a profile of 
the profession so that it can pro- 
ject itself to various publics. This 
document has been of some con- 
cern because it needed to be ac- 
curate, objective, and positive. It 
needed to give the publics ap- 
proached a good, brief view of 
the profession. Much thought by 
the Council and its subcommittees 
is being given this subject. A 
document has been prepared and 
accepted by the Council. 

Another committee has been 
considering a symbol for the pro- 
fession. Many symbols have been 
and are being used. It is our con- 
sultant’s opinion that if a single 
one could be adopted and widely 
used, the profession would be 
well served. This committee has 
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not yet made a recommendation. 

During the year, the Council 
has given consideration to the 
Christmas Seal program and, in 
response to requests, has made 
recommendations to the Commit- 
tee on A.O.A. Publications rela- 
tive to the magazine HEALTH... .. 

The Council has assigned to a 
committee the work of selecting 
and advising on individuals to be 
recommended as members of the 
Board of Directors of the Osteo- 
pathic Foundation. Two outstand- 
ing persons, were recommended 
this year, Herbert E. Evans, Co- 
lumbus, Ohio, and H. John East- 
man, Denver, and were subse- 
quently elected to the Board of 
the Foundation. 

Information on the needs, op- 
portunities, and aspirations of the 
profession, particularly in the 


fields of education, research, and 
public health facilities, have been 
sought. Various methods of ap- 
proaching the many publics are 
being explored and developed. 
The Chairman desires to compli- 
ment the Council, its advisers, and 
its subcommittees on the excel- 
lence of their work. He would 
like also to thank them for their 
prompt and excellent attendance 
at meetings, as well as their metic- 
ulous attention to the details of 
their assignments. 

The Council and its chairman 
would like to thank our advisers, 
Gonser and Gerber, particularly 
Mr. Parrish and Mr. Tinker, for 
their excellent advice and assist- 
ance. We also would like to thank 
Dr. Eveleth and the Central Of- 
fice Staff for their very great and 
patient help. 


DEPARTMENT OF PROFESSIONAL AFFAIRS 


Thomas J. Meyers, D.O. 
Chairman 


Advisory Board 
certifies 58 candidates 


> Certification was awarded in 
eleven specialties to fifty-eight 
members of the profession by the 
Board of Trustees during its July 
meeting in Chicago. The list of 
candidates was presented by Dr. 
Thomas J. Meyers, Los Angeles, 
in his annual report as chairman 
of the Advisory Board for Osteo- 
pathic Specialists, an agency of 
the Bureau of Professional Educa- 
tion (until this year the Bureau 
of Professional Education and Col- 
leges). 

A principal function of the Ad- 
visory Board is to review and 
approve recommendations of the 
certifying boards of the profes- 
sion’s twelve specialty colleges, 


and to present them to the Board 
of Trustees of the Association for 
final approval. Their 1959 candi- 
dates and the certifying boards 


are: 


American Osteopathic Board of 
Anesthesiology * Drs. Leonard R. 
Becker, Norristown, Pennsylvania; 
Albert A. Feldman, North Miami, 
Florida; Lawrence E. Giffen, Jef- 
ferson City, Missouri; Herbert A. 
Javery, Dayton, Ohio; Milton B. 
Levine, Philadelphia; Isadore Lieb- 
erman, Bala-Cynwyd, Pennsyl- 
vania; George G. Smith, Saginaw, 
Michigan; and Seymour Ulansey, 
Los Angeles. 


American Osteopathic Board of 
Dermatology * Drs. Joseph P.. 
Bean, Los Angeles; and Llewelyn 
T. Holden, Hermosa Beach, Cali- 
fornia. 


American Osteopathic Board of 
Internal Medicine « Drs. Paul 
Barsky, Philadelphia; Donald H. 
Briner, Dayton, Ohio; Robert L. 
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Conley, Portland, Oregon; Edward 
P. Crowell, Waterville, Maine; 
George M. Esselman, Dayton, 
Ohio; Joseph E. Giletto, Yeadon, 
Pennsylvania; Walter W. Schwartz, 
Philadelphia; Daniel K. Siegel, 
Detroit; and Theodore Weinberg, 
Broomall, Pennsylvania. 


American Osteopathic Board of 
Ophthalmology and Otorhino- 
laryngology In otorhinolaryn- 
gology: Drs. Milton McCauley, 
Dayton, Ohio; John H. Frank, 
York, Pennsylvania; Ragnar Nord- 
strom, Edgewood, Rhode Island; 
and John C. Bradford, Wilming- 
ton, Delaware. ’ 

In ophthalmology: Dr. B. J. 
Heian, Detroit. 


American Osteopathic Board of 
Obstetrics and Gynecology * Drs. 
Philip Adler, Detroit; John C. 
Dickson, Jr., Trenton, Michigan; 
and J. Robert Snyder, Dayton, 
Ohio. 


American Osteopathic Board of 


COUNCIL ON FEDERAL HEALT 


D.O.’s share preparations 
for White House Conference 


> The American Osteopathic As- 
sociation and the American Col- 
lege of Osteopathic Pediatricians 
were among the member organiza- 
tions represented at the Washing- 
ton, D.C. meeting of the Council 
of National Organizations on Sep- 
tember 21-22. The meeting was 
held in preparation for the Golden 
Anniversary White House Confer- 
ence on Children and Youth, to be 
held in Washington, March 27 to 
April 2. 

Representing the A.O.A. at the 
Council meeting were Drs. C. D. 
Swope and George W. Northup, 
and for the College of Pediatri- 
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Pathology * Dr. Sidney J. Katz, 
Huntington Woods, Michigan. 


American Osteopathic Board of 
Pediatrics * Dr. Jane V. Hamilton, 
Alhambra, California. 


American Osteopathic Board of 
Physical Medicine and Rehabili- 
tation * Drs. Clifford H. Keating, 
Portland, Maine; and Joseph C. 
Snyder, Philadelphia. 


American Osteopathic Board of 
Proctology * Drs. Joseph S. Lefler, 
Painesville, Ohio; Milton M. Lurie, 
Venice, California, and John R. 
Shafer, Denver. 


American Osteopathic Board of 
Radiology * In radiology: Drs. 
Phillip S. Cash, San Antonio, Texas; 
Harve J. Helton, Kansas City, Mis- 


souri; and Bernard LaBove, Phila- - 


delphia. 

In roentgenology: Drs. Charles 
O. Chester, Granby, Missouri; 
Lloyd England, Davenport, Iowa; 
Wallace R. Gregory, Mount Clem- 
ens, Michigan; Jay Edwin Hall, 


H PROGRAMS 


cians, Drs. Arthur Melnick and 
Leo C. Wagner were in attend- 
ance. The four physicians were 
assigned to two workshops: the 
Physical and Mental Health of 
Children and Youth, and Children 
and Youth with Physical or Men- 
tal Handicaps. 


Dr. Carroll named to White 
House Conference Committee 


> Arthur S. Flemming, Secretary 
of the Department of Health, Edu- 
cation, and Welfare, has appointed 
Vincent P. Carroll, D.O., Laguna 
Beach, California, to membership 
on the 146-man Advisory Com- 


Lorain, Ohio; and Leo Sheiner, 
Detroit. 

In roentgenology (Diagnostic); 
Drs. Herbert D. Feldheim, East 
Meadow, Long Island, New York; 
Stanley W. Kimball, Cleveland; 
and Robert Neil Shipley, San 
Diego, California. 


American Osteopathic Board of 
Surgery * In surgery: Drs. Paul J. 
Coan, Farmington, Missouri; J. 
Richard Costin, Columbus, Ohio; 
C. W. Elliott, Dayton, Ohio; 
Harold S. Jones, Highland Park, 
Michigan; Sherman W. Meyer, 
Phoenix, Arizona; James F’. Mullan, 
York, Pennsylvania; George R. ° 
Simpson, Grand Junction, Colo- 
rado (Holds certification in obstet- 
rical-gynecological surgery); Louis 
J. Spagnuolo, Detroit; and Paul W. 
Trimmer, Pontiac, Michigan. 

In orthopedic surgery: Dr. Jack 
D. Hutchison, Columbus, Ohio. 

In plastic surgery: Dr. Wilfred 
W. Slater, Long Beach, California. 

In urological surgery: Dr. Hart- 
ley R. Steinsnyder, Philadelphia. 


mittee to the White House Con- 
ference on Aging. The Committee 
assists in planning for the White 
House Conference which will be 
held in Washington, D.C., in Janu- 
ary 1961. 

The Conference will be attend- 
ed by 3,000 delegates, of whom 
1,740 will represent states, the Dis- 
trict of Columbia, and the terri- 
tories. The remaining 1,260 dele- 
gates will include principally rep- 
resentatives of national organiza- 
tions, and federal departments and 
agencies. 


HEW releases new Health 
Manpower Source Book 


> Attention is called to the edi- 
torial “From our Washington Of- 
fice,” which appears on pages 215- 
16 of this issue of THE JouRNAL. It 
comments on the Health Man- 
power Source Book—Section 9, 


which has just been released by 
the U.S. Department of Health, 
Education, and Welfare. 

The editorial lists some of the 
booklet’s statistics on the number 
of medical and osteopathic phy- 
sicians in the U.S. in relation to 
various segments of the general 
population. It comments on infor- 
mation of vital interest to every 
doctor. 

This Public Health Service Pub- 
lication No. 263 may be purchased 
for 50 cents from the Superintend- 
ent of Documents, U.S. Govern- 
ment Printing Office, Washington, 


D.C. 


Bills in Congress 


> Here listed are selected bills af- 
fecting the public health. They 
include those acted upon during 
the first session of the 86th Con- 
gress, which adjourned September 
15, and those carried over for con- 
sideration during the second ses- 
sion of the 86th Congress which 
convenes January 6. 

H. R. 10—Mr. Keogh of New 
York. A bill to permit self-employed 
persons to set aside 10 per cent of 
net income up to $2,500 a year, 
with a maximum lifetime set aside 
of $50,000, in a qualified policy or 
fund, withdrawals after age 65 to 
be taxed at the going rate at the 
time of withdrawal; a slight pen- 
alty tax would apply in case of 
withdrawals prior to age 65. Passed 
House March 16. 

H. R. 2260—Mr. Vinson of Geor- 
gia. Extends regular and doctor 
draft act until July 1, 1963. In- 
cludes provision for similar exten- 
sion of special pay of $100-$250 per 
month for physicians and dentists. 
Approved March 23. Public Law 
86-4. 

H. R. 3320—Mr. Kilday of Texas. 
Amends Act of June 31, 1950, re- 
lating to the appointment of boards 


of medical officers, for determina- - 


tion of mental competency. Ap- 
proved August 7. Public Law 86- 
145. 

H. R. 6769—Mr. Fogarty of 
Rhode Island. Appropriation Act 
for fiscal year ending June 30, 1960. 
Labor part includes, among others, 
funds for Bureau of Employment 
Security and Bureau of Employees’ 
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Compensation. HEW part includes, 
among others, funds for Food and 
Drug Administration, Office of Ed- 
ucation, Office of Vocational Re- 
habilitation, Social Security Admin- 
istration, White House Conference 
on Aging, White House Conference 
on Children and Youth, and the 
Public Health Service including 
the National Institutes of Health 
and the Hill-Burton program. Ap- 
proved August 14. Public Law 86- 
158. 

H. R. 6325—Mr. Roberts of Ala- 
bama. Extends certain traineeship 
provisions of the Health Amend- 
ments Act of 1956. Approved July 
23. Public Law 86-105. 

H. R. 7476—Mr. Roberts of Ala- 
bama. Extends for 4 additional 
years the Public Health Service 
program with respect to air pollu- 
tion control. Approved September 
22. Public Law 86-365. 

H. R. 7760—Mr. Santangelo of 
New York. Authorizes grants to the 
states to assist in the provision of 
facilities and services for the day 
care of children. 

H. R. 7774—Mr. Farbstein of 
New York. Provides for transfer 
from the Department of Agricul- 
ture to the Department of Health, 
Education, and Welfare the ad- 
ministration of the school lunch 
program, the school milk program, 
and the direct commodity distribu- 
tion program under which agricul- 
tural food products are made avail- 
able to the needy in charitable 
institutions and family units, and 
to establish a food stamp plan. 

H. R. 7777—Mrs. Kee of West 
Virginia. To establish a Youth Con- 
servation Corps. 

H. R. 7778—Mr. Kowalski of 
Connecticut. Social Security 
Amendments of 1959. Similar to 
Forand bill, H. R. 4700. 

H. R. 7809—Mr. Metcalf of Mon- 
tana. To amend law authorizing 
federal assistance for construction 
of community hospitals which will 
serve Indians. 

H. R. 7813—Mr. Irwin of Con- 
necticut. Vests primary responsibil- 
ity for protection of public health 
from radiation hazards in the Pub- 
lic Health Service. 

H. R. 7849—Mr. Tollefson of 
Washington. Juvenile delinquency 
control act. 

H. R. 7861—Mr. Boggs of Lou- 


isiana. Amends Internal Revenue 


Code to repeal the maximum limi- 
tations on the amount allowable as 
a deduction for medical, dental, 
etc. expenses. 

H. R. 7966—Mr. Teague of Texas 
(by request). To provide for the 
furnishing of needed services of 
optometrists to veterans having 
service-connected eye conditions. 

H. R. 7965—Mr. Teague of Texas. 
To authorize outpatient treatment 
incident to authorized hospital care 
for certain veterans. 

H. R. 7981—Mr. Brooks of Lou- 
isiana. To provide for an immedi- 
ate study by the National Science 
Foundation of the need and means 
for obtaining a continuous up-to- 
date national record of scientific 
and technical personnel throughout 
the United States. 

H. R. 7020—Mr. Flood of Penn- 
sylvania. Liberalizes definition of 
disability in Title II of the Social 
Security Act, and to eliminate the 
requirement that an individual 
reach age 50 to be entitled to dis- 
ability insurance benefits. 

H. R. 8077—Mr. Berry of South 
Dakota. To permit the transmission 
as third or fourth class mail of 
medical prescriptions with written’ 
or printed instructions for the use 
thereof. 

H. R. 8220—Mr. Collier of Illi- 
nois. Amends Internal Revenue 
Code to provide for exclusion from 
gross income of the proceeds of a 
scholarship, fellowship grant, or 
student assistanceship without re- 
gard to whether it (or any part 
thereof) represents payment for 
services rendered. 

H. R. 8225—Mr. Harmon of In- 
diana. Amends Narcotic Act for the 
District of Columbia to permit 
paregoric to be dispensed by oral 
as well as written prescription. Ap- 
proved August 25. Public Law 
86-206. 

H. R. 8238—Mr. Schenck of Ohio. 
Authorizes and directs the Surgeon 
General of the Public Health Serv- 
ice to make a study and report to 
Congress from the standpoint of 
the public health of the discharge 
of substances into the atmosphere 
from the exhausts of motor vehi- 
cles. Passed House August 17. 

H. R. 8284—Mr. Brooks of Lou- 
isiana. Amends National Science 
Foundation Act of 1950, including 
amendment of Section 3 (a) (2) 
to read: “to initiate and support 
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basic scientific research and pro- 
grams to strengthen scientific re- 
search potential in the mathemati- 
cal, physical, medical, biological, 
engineering, and other sciences, by 
making contracts or other arrange- 
ments (including grants, loans, and 
other forms of assistance) to sup- 
port such scientific activities and 
to appraise the impact of research 
upon industrial development and 
upon the general welfare.” Ap- 
proved September 8. Public Law 
86-232. 

H. R. 8322—Mr. Roosevelt of 
California. Amends Title II of So- 


cial Security Act to increase to 


$5,000 a year the amount of out- 
side earnings permitted without 
deductions from benefits thereun- 
der. 

H. R. 8325—Mr. Brooks of Lou- 
isiana. Establishes a Commission 
on a Department of Science and 
Technology. 

H. R. 8351—Mrs. Granahan of 
Pennsylvania. Provides insurance 
against illness for retired federal 
employees based on sick leave to 
their credit prior to separation. 

H. R. 8356—Mr McDowell of 
‘ Delaware. Amends Internal Reve- 
nue Code to provide funds for edu- 
cational purposes by providing in- 
creased incentive for private giving 
through the allowance of a tax 
credit for charitable contributions 
to institutions of higher education. 

H. R. 8442—Mr. Bennett of Mich- 
igan. Social Security Amendments 
of 1959. 

H. R. 8468—Mr. Laird of Wis- 
consin. Amends Title VII of the 
Public Health Service Act to pro- 
vide for an emergency program of 
federal aid for the construction of 
cancer and heart research facilities. 

H. R. 8518—Mr. Roberts of Ala- 
bama. To amend the Federal Avia- 
tion Act of 1958 by adding thereto 
provisions relating to civil aviation 
medical research, human require- 
ments in air craft design and con- 
ditions of operations, and the med- 
ical causes of accidents in air com- 
merce. 

H. R. 8557—Mr. Dulski of New 
York. Provides for issuance of a 
national health research stamp for 
the support of the National Insti- 
tutes of Health. 

H. R. 8581—Mr. Halpern of New 
York. White House Conference on 
Mental Health Act. 


H. R. 8620—Mr. Flood of Penn- 
sylvania. Provides for voluntary 
coverage under OASI for self-em- 
ployed doctors of medicine. 

H. R. 8695—Mr. Pucinski of Illi- 
nois. Amends Internal Revenue 
Code to provide credit against in- 
come tax for an employer who em- 
ploys older persons in his trade or 
business. 

H. R. 8780—Mr. Cohelan of Cali- 
fornia. To provide a health benefits 
program for certain retired em- 
ployees of the Government. 

H. R. 9052—Mr. Rhodes of Penn- 
sylvania. To prohibit insurance 
companies doing insurance busi- 
ness of an interstate character from 
issuing group health, hospitaliza- 
tion, and accident insurance which 
may be cancelled after a period of 
18 months for any reason ether 
than nonpayment of premium. 

H. R. 9127—Mr. Halpern of New 
York. Juvenile delinquency control 
act. 

H. R. 9150—Mr. King of Utah. 
Establishes a Commission on Food 
and Water Contamination, to de- 
termine the effects on public health 
of the practice of adding various 
chemicals to water supplies and 
food products. 

H. R. 9243—Mr. Roberts of Ala- 
bama. To amend Title III of the 
Public Health Service Act to estab- 
lish a National Accident Prevention 
Center. 

H. R. 9287—Mr. Harris of Ar- 
kansas. Department of Health, Ed- 
ucation, and Welfare Administra- 
tive Improvement Act. 

H. R. 9292—Mr. Conte of Massa- 
chusetts. To provide for loan in- 
surance on loans to students in 
higher education. 

H. J. Res. 237—Mr. Thompson of 
New Jersey. The Health for Peace 
Act. 

H. J. Res. 317—Mr. Celler of 
New York. Changes the designa- 
tion of Child Health Day from 
May | to first Monday in October 
of each year. Approved September 
22. Public Law 86-352. 

H. J. Res. 361—Mr. Roberts of 
Alabama. International Health and 
Medical Research Act of 1959. 

H. J. Res. 370—Mr. Fogarty of 
Rhode Island. International Health 
and Medical Research Act of 1959. 

H. Con. Res. 432—Mr. Halpern 
of New York. Suggesting that the 


President establish a fleet of naval 
vessels painted and designated as 
the Great White Fleet to render 
emergency aid to people of other 
nations upon occurrence of disas- 
ters, and for the purpose of com- 
batting hunger or disease of a 
persistent nature, 

S. 812—Mr. Humphrey of Min- 
nesota and others. Youth Conser- 
vation Act. Passed Senate August 
13. 

S. 1870—Mr. Bible of Nevada. 
Provides for examination, licensing, 
and for regulation of professional 
and practical nurses, and for nurs- 
ing education in the District of 
Columbia. Passed Senate Septem- 
ber 10. 

S. 262—Mr. Johnson of South 
Carolina and Mr. Neuberger of 
Oregon. Provides a health benefits 
program for federal government 
civil employees. Approved Septem- 
ber 28. Public Law 86-382. 

S. 2197—Mr. Hill of Alabama and 
Mr. Goldwater of Arizona. Color 
Additive Amendments of 1959. 
Passed Senate August 24. 

S. 2220—Mr. Hill of Alabama. To 
strengthen the Commissioned 
Corps of the Public Health Service. 
Passed Senate July 24. Reported to 
House August 31. 

S. 2241—Mr. Murray of Montana. 
Amends Internal Revenue Code to 
provide increased: incentives for 
private giving through the allow- 
ance of a tax credit for charitable 
contributions to institutions of 
higher education. 

S. 2366—Mr. McCarthy of Min- 
nesota. Amends Internal Revenue 
Code to provide a 30 per cent 
credit against the individual in- 
come tax for amounts paid as tui- 
tion or fees to certain public and 
private institutions of higher edu- 
cation. 

S. 2441—Mr. Frear of Delaware. 
Amends Internal Revenue Code to 
allow an additional income exemp- 
tion for an individual who is a stu- 
dent at an educational institution 
above the secondary level. 

S. 2525—Mr. Neuberger of Ore- 
gon. To establish in the Public 
Health Service a national polio- 
myelitis vaccine bank. 

S. 2645—Mr. Williams of New 
Jersey. Authorizes the Surgeon 
General of the Public Health Serv- 
ice to undertake a cooperative 
world-wide study of the problem 


of radioactive fallout and other 
s of radiation hazards, and of 

their effect upon the lives and 

health of people everywhere. 

S. 2654—Mr. Sparkman of Ala- 
bama. Housing Act of 1959. In- 
cludes mortgage insurance for pro- 
prietary nursing homes, and in- 
creases loan reservations for intern 
housing. Approved September 23. 
Public Law 86-372. 

S. 2725—Mr. Humphrey of Min- 
nesota. To permit the federal do- 
nation of foreign excess property 
for educational and health pur- 
poses in certain cases. 

S. 2727—Mr. Cooper of Kentucky 
and others. Advisory Council on 


DEPARTMENT OF PUBLIC AF 


Bureau of Public Health and Safety 


Recommendations for new 
Bureau approved 


> To complete the process of con- 
solidation of the Department’s Bu- 
reau of Public Health and Safety 
and of Industrial and Institutional 
Service as the single Bureau of 
Public and Industrial Health, Dr. 
Robert D. Anderson, Chairman of 
the new Bureau, made the follow- 
ing five recommendations to the 
Board of Trustees in July. All were 
approved, 


Dr. Anderson’s recommenda- 
tions * The Bureau of Public and 
Industrial Health shall consist of 
five members with terms of office 
of five years. In setting up this 
new Bureau, one member shall be 
appointed for five years, one for 
four. years, one for three years, one 
for two years, and one for one 
year. Vacancies occurring in inter- 
vals between Board meetings may 
be filled by interim appointments. 

The Bureau of Public and Indus- 
trial Health shall be concerned 
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Education Act of 1959. To make 
the Committee on Education estab- 
lished by the Act of July 26, 1954, 
advisory to the President and avail- 
able to the States for consultation 
on means of improving the quality 
of education. 

S. 2733—Mr. Hart of Michigan. 
To increase OASI benefits. 

S. 2734—Mr. Hart of Michigan. 
Amends Social Security Act to 
eliminate requirements of age 50 
in order to become entitled to dis- 
ability insurance benefits. 

S. 2735—Mr. Hart of Michigan. 
Extends OASI coverage to self- 
employed doctors of medicine. 

S. 2710—Mr. Johnson of Texas 


FAIRS 


with present Bureau of Public 
Health and Safety and the Bureau 
of Industrial and Institutional Serv- 
ice as indicated in the Administra- 
tive Guide. 

The Bureau of Public and Indus- 
trial Health shall be instructed to 
report to the Board and House in 
1960 on Handbook for this Bureau. 
- The present budget allocations 
to the existing Bureaus shall auto- 
matically become the budget of 
the new Bureau. 

That a Committee on Third 
Party Medicine be established un- 
der the Bureau of Public and In- 
dustrial Health and that it be di- 
rected to continue its study during 
the forthcoming year. 


Bureau of Public Education on Health 


Public health 
bills and laws—1959 


> During the year many impor- 
tant public health bills have been 
introduced in various state legisla- 
tures. Bills to amend the practice 
acts relating to osteopathy were in- 


and others. To provide for loan in- 
surance on loans to students in 
higher education. 

S. J. Res. 41—Mr. Hill of Ala- 
bama and others. The International 
Health and Medical Research Act 
of 1959. Passed Senate May 20. 

S. Res. 65—Mr. Hill of Alabama. 
Authorizes Senate Committee on 
Labor and Public Welfare to make 
a comprehensive study of problems 
of the aged. Agreed to February 6. 


S. Res. 129—Mr. Humphrey of 


Minnesota and others. Observance 
of an international public health 
medical research year. Agreed to 
September 9. 


troduced in Alabama, Arizona, Ar- 
kansas, Georgia, Minnesota, Mon- 
tana, and North Dakota under the 
sponsorship of the respective divi- 
sional societies, but were not enact- 
ed into law. Nonetheless, the sup- 
port received was greater than 
previously, in each area, and favor- 
able action can be expected in 
most of them in the near future. 

The Arizona bill would have 
eliminated the dual licensure sys- 
tem by providing only for the is- 
suance of the unlimited license in 
the future. The one license now 
issued does not include the practice 
of major surgery except upon pres- 
entation of evidence of 2 years 
postgraduate training. In the other 
states, the bills would have provid- 
ed for unlimited licensure or ex- 
tended rights. 

A draft of a bill to provide for a 
licensing law for Alaska was 
studied by various groups during 
the current year, but no bill was 
introduced. Study of the Alaska 
problem is continuing. It might be 
well to note that the unlimited 
practice act in Hawaii will alleviate 
any necessity of a revision of the 
healing arts laws of that area. 

In Iowa, the profession was con- 
cerned over proposed amendments 
to the city and county hospital 
laws which would emasculate the 
nondiscrimination provisions. Use 
of tax-supported hospitals is found 
in Iowa to a greater extent than in 
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any other state. In West Virginia, 
a proposed basic science law was 
introduced, but not enacted into 
law. In Texas, a hospital licensing 
bill was introduced with the sup- 
port of the Texas Association of 
Osteopathic Physicians and Sur- 
geons. It was enacted into law. 
There were few states that did not 
have some critical bills to consider. 
In Pennsylvania, a bill would have 
amended the definition of an ap- 
proved intern training hospital to 
require 25 beds per intern in place 
of 15 beds, as at present. 


Osteopathic Licensing Laws e CALI- 
FORNIA A.B. 694 permits doctors li- 
censed in other states to practice medi- 
cine to take care of participants in the 
winter Olympic games in California dur- 
ing specified periods in 1959 and 1960. 


CALIFORNIA A.B. 1635 amends the 
Physician’s and Surgeon’s Act by revising 
the list of examination subjects. It makes 
pediatrics a separate examination subject. 


CALIFORNIA A.B. 2440 makes it a 
breach of professional conduct under the 
Physician’s and Surgeon’s Code for a 
physician to prescribe a dangerous drug 
without either a prior examination of the 
patient or medical indication thereof. 


CONNECTICUT S.B. 267 amended 
the Uniform Narcotic Drug Act by 
changing the definition “physician” to 
include persons licensed to practice os- 
teopathy. Previously, only those D.O.s li- 
censed to practice medicine and surgery 
had the right to prescribe narcotics. 


CONNECTICUT S.B. 1094 amends 
the provisions of all of the various heal- 
ing art acts so as to increase the amount 
of fees payable, including the annual 
registration fee from $2.00 to $5.00. 


ILLINOIS S.B. 723 amends the Medi- 
cal Practice Act as to establish a new 
provision under which D.O.s in the state 
possessing a limited license may qualify 
for a license to practice medicine in all 
its branches after completing a postgrad- 
uate course of not more than 248 hours 
and upon passing an examination in the 
subjects covered in the postgraduate 
course. The law permits D.O.s so li- 
censed and practicing in the state a term 
of four years in which to apply for the 
privileges under this new section. 


ILLINOIS S. B. 724 amends the statu- 
tory provision establishing the Medical 
Examining Committee of the Department 
of Registration and Education by increas- 
ing the size of the Committee from 5 to 7 
members and adding as new full mem- 
bers one D.O. and one chiropractor, thus 
making it a Composite board. 


ILLINOIS S. B. 669, 670 and 773 
amended the administrative provisions of 
the Medical Practice Act by increasing 
the penalties for unlawful practice, au- 


234 


thorizing the issuance of an injunction, 
and by requiring the Department of Reg- 
istration and Education to mail out to li- 
censeholders notices relating to the bien- 
nial registration provision of the Act. 


INDIANA S.B. 235 amends the Medi- 
cal Practice Act so as to require that all 
applicants for a license issued under that 
act must be citizens of the United States 
or have filed their intentions of becoming 
citizens. 


MISSOURI S.B. 50 is the new com- 
posite board healing arts act of Missouri 
under which both D.O.s and M.D.s will 
be licensed in the future. The law be- 
comes effective August 29, 1959, at 
which date the present Osteopathic and 
Medical Practice Acts are repealed. The 
new board is a 7 man board composed of 
5 M.D.s and 2 D.Os. The law is a com- 
prehensive licensing act providing for 
equal recognition of the educational and 
professional standards of the A.O.A. and 
A.M.A. Recognition is accorded the cer- 
tificate of the National Board of Examin- 
ers of Osteopathic Physicians and Sur- 
geons. The name of the new board is 
“The State Board of Registration for the 
Healing Arts.” Section 22(1) of the law 
provides that, “all persons licensed under 
the provisions of Chapter 337 as osteo- 
pathic physicians shall be deemed to be 
licensed as physicians and surgeons un- 
der this act and subject to all of the pro- 
visions of this act.” Persons licensed to 
practice osteopathy under the present 
Osteopathic Act should check with the 
Missouri State Board of Osteopathic Reg- 
istration and Examination to make cer- 
tain that their licenses are in good stand- 
ing since under the present Osteopathic 
Practice Act an annual registration provi- 
sion has been in effect since 1937. A 
procedure for restoration of a license 
which has not been kept registered an- 
nually relates to such licenses. The new 
Healing Arts Act contains many interest- 
ing provisions and its text was pub- 
lished in full in the August, 1959 J.A.O.A. 


NEW YORK A.I. 1158 amends the list 
of examination subjects under the Medi- 
cal Practice Act and adds the subjects of 
preventive medicine and public health, 
microbiology and medicine. 


NORTH CAROLINA S.B. 217 amends 
the North Carolina Osteopathic Practice 
Act by raising the educational standards 
compatible with present A.O.A. stand- 
ards and broadens the list of examination 
subjects. New administrative authority is 
accorded to the licensing board and rec- 
ognition is provided for the certificate of 
the National Board of Examiners for Os- 
teopathic Physicians and Surgeons. Li- 
censeholders hereafter must comply with 
an annual registration requirement and 
pay a registration fee not in excess of 
$5.00. Provision is made for the restora- 
tion of licenses that became suspended 
due to a failure to reregister. 


NEW HAMPSHIRE H.B. 275 amends 
the Medical Practice Act under which 
D.O.s are licensed to hereafter require 
biennial registration of licenses in the 
even numbered years. Special provision 


is made for the registration of licenses 
held by licensees practicing outside of 
the state. 


OHIO H.B. 384 raised the fees for ap- 
plicants for a license under the Ohio 
Medical Practice Act. 


OREGON S.B. 111 amends the Osteo- 
pathic Practice Act administered by the 
Board of Medical Examiners so as to au- 
thorize the board to reinstate revoked li- 
censes, in its discretion, after a lapse of 
six months upon written application and 
after the holding of a hearing. 


VIRGINIA S.B. 49-X provides that the 
examination papers of the Board of Med- 
ical Examiners are not subject to the law 
requiring that a copy of each examina- 
tion given by professional or occupation- 
al licensing agencies be filed with the 
Secretary of the Commonwealth within 
10 days after it is given. 


WASHINGTON H.B. 449 revised the 
Osteopathic Practice Act so as to pro- 
vide for the issuance in the future of 
only the unlimited license “to practice 
osteopathy and surgery, including the 
use of internal medicine and drugs.” The 
act also adds a reference to the educa- 
tional standards of the American Osteo- 
pathic Association. A further provision 
of the new law also recognizes the au- 
thority of licenseholders to use the desig- 
nation “osteopathic physician and _ sur- 
geon” and the professional degree “D.O.” 
where the terms may properly appear as 
permitted within the canon of ethics now 
or hereafter promulgated by the Wash- 
ington Osteopathic Association. 


WISCONSIN S.B. 177, 178 and 180 
made minor technical amendments to the 
Medical Practice Act largely applicable 
to the provisions for temporary certifi- 
cates of either an educational or practice 
character. 


Basic Science Acts e ARKANSAS S.B. 
222 repealed the state basic science law 
and enacted in its place a new complete 
basic science act. The name of the new 
administrative board is The State Heal- 
ing Arts Board. This is composed of 5 
members who shall be selected because 
of their knowledge of the basic sciences. 
No member may be engaged in the prac- 
tice of the healing arts or connected 
with any healing art faculty. The State 
Commissioner of Education is made the 
Secretary of the Board. In other respects, 
the law is similar to the previous basic 
science act except from some additional 
authority and disciplinary provisions con- 
tained in the law, as well as stricter pro- 
visions relating to persons practicing the 
healing arts without first having complied 
with the act. 


UTAH S.B. 1 enacted for the first time 
a basic science law in Utah. This law is 
applicable not only to the usual healing 
art groups, but also to dentists and oral 
surgeons. The act was made complicated 
during passage by amendments and dele- 
tions resulting in no provision for the 
issuance of certificates by reciprocity and 
the absence of a specific exemption sec- 
tion. Failure to comply with the provi- 


sions of the act can constitute a felony. 
Further administrative provisions will 
have to be added to this law. 


TEXAS S.B. 73 and 74 amend the 
Texas Basic Science Act to provide for 
an increase in the amount of fees pay- 
able by applicants and the amount of per 
diem payable to board members. 


Other Occupational Acts e ARIZONA 
H.B. 56 enacted a law for dispensing op- 
ticians. 

ARKANSAS S.B. 78, COLORADO 
H.B. 157, NORTH DAKOTA S.B. 126, 
OREGON H.B. 607, and UTAH S.B. 59 
enacted comprehensive laws regulating 
the practice of physical therapy and 
placing the administration of the laws 
under the supervision of the state medi- 
cal boards. The practice of physical ther- 
apy is limited to the providing of physi- 
cal therapy services under the direction 
of a physician licensed by the state med- 
ical boards in those states. 


FLORIDA H.B. 688 abolished the li- 
censing powers of the State Board of 
Naturopathic Examiners and provided 
that only licenses to practice naturopathy 
which had been in effect for 2 years are 
valid. 


NEBRASKA L.B. 28 amended the 
Chiropractic Act to require annual re- 
fresher training of not less than 2 days, 
totaling 15 hours as a prerequisite to an- 
nual registration of license. Presentation 
of a certificate of disability signed by a 
D.C., M.D. or D.O. will exempt the li- 
censeholder from the annual refresher 
training requirement. 


NEW MEXICO S.B. 94 grants author- 
ity under the Medical Practice Act for 
the licensing board to recognize the ex- 
amination of the Educational Council for 
Foreign Medical Graduates as did similar 
legislation in other states. Because of the 
difficulties foreign medical graduates 
have had in passing the examination of 
the Educational Council, few states have 
restricted recognition of foreign medical 
graduates to persons who have passed 
the examination of the Council. The 
failure rate on the examination of the 
Council has been extremely high, 49% on 
the first examination and 47.6% on the 
second examination. The many prob- 
lems of the Council are covered in an 
article in J.A.M.A., March 28, 1959, p. 
1512. 


NEW MENXICO S.B. 81 enacts a new 
law regulating podiatrists, also referred 
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to as chiropodists. This law reflects the 
continued confusion over the terms podi- 
atry and chiropody both relating to the 
same profession. 


UTAH H.B. 36 enacted a comprehen- 
sive act regulating the practice and li- 
censing of psychology. 


UTAH S.B. 48 provided for a new 
type of limited practice right license ap- 
plicable to limited practitioners, but “in- 
cluding the practice of obstetrics and the 
use of drugs and medicine, but without 
operative surgery, except operative minor 
surgery.” The term “operative major sur- 
gery” is specifically defined in the act in 
a complicated fashion. 


Other Public Health Laws e SOUTH 
DAKOTA S.B. 138 is the first state law 
providing for the specific legal status of 
the report and memoranda of tissue, tu- 
mor, medical records and related com- 
mittees of hospitals. Section 1 of the law 
states as follows: 


“All information, interviews, reports, 
statements, memoranda, or other 
data procured by the State Board of 
Health, South Dakota State Medical 
Association, allied medical societies 
or in-hospital staff committees of ac- 
credited hospitals in the course of a 
medical study for the purpose of re- 
ducing morbidity or mortality shall 
be strictly confidential and shall 
only be used for medical research.” 
and in addition, Section 6 provides: 
“Tt shall be unlawful to disclose any 
information, records, reports, state- 
ments, notes, memoranda, or other 
data contained in any such medical 
study except that necessary for the 
purpose of the specific study and 
any person violating any of the pro- 
visions of this section is guilty of a 
misdemeanor.” 


ARKANSAS H.B. 296 and MAINE 
H.B. 360 prohibit the use of X-ray shoe 
fitting machines. 


CONNECTICUT S.B. 70 makes it un- 
lawful for a person to fail to disclose to 
a doctor that he is receiving narcotic 
prescriptions from another physician at 
the same time. 


FLORIDA S. B. 180 amended the 
state medical scholarship law to provide 
that one of the ten scholarships so is- 
sued annually by the State Board of 
Health may be issued to a Florida stu- 
dent attending a college of osteopathy. 


ILLINOIS S.B. 909 enacts into law 
the “Uniform Drug, Device and Cos- 
metic Act” already law in the same sub- 
stantial terminology in 30 other states. 


IOWA H.B. 260 establishes the county 
medical examiner system in place of the 
office of coroner and recognizes the eligi- 
bility of D.O.s to serve in that capacity. 


TENNESSEE S.B. 85 enacted into law 
the Radiological Health Services Act to 
provide a comprehensive regulatory sys- 
tem to control radiation and radiological 
sources. This law is based upon the 
model act which was a part of the Sug- 
gested State Legislation Program for 
1959 of the Council of State Govern- 
ments. Owners of radiation sources, in- 
cluding healing art practitioners, must 
register their equipment under the act. 


TEXAS S.B. 121 enacts a comprehen- 
sive hospital licensing law for the State 
of Texas applicable to hospitals staffed 
by physicians licensed by the Texas State 
Board of Medical Examiners. The li- 
censing agency is the State Board of 
Health on which a D.O. serves as a 
member. A Hospital Licensing Advisory 
Council consisting of 9 members was also 
established by the law to consult and ad- 
vise with the licensing agency composed 
of 3 physicians, 3 hospital administra- 
tors, and 3 members representing the 
general public. The law had the sup- 
port of the Texas Association of Osteo- 
pathic Physicians and Surgeons. 

Legislative Commissions ¢ Legislative 
Commissions authorized in 1957 in Geor- 
gia, Illinois, Minnesota and Nebraska 
have all completed their activities. The 
Illinois Medical Practice Act Commission 
will be continued for another two year 
period by the enactment of Illinois S.B. 
777. Favorable results followed the rec- 
ommendations of the Illinois Medical 
Practice Act Commission, but such was 
not the case despite favorable reports in 
the other three states. The need for the 
creation of further legislative interim 
committees in other states requires care- 
ful study and evaluation. Copies of the 
reports of the legislative commissions are 
available from the Central Office. An in- 
teresting legal article relating to the legal 
character of legislative interim commit- 
tees created by a Resolution was pub- 
lished in 35 Oregon Law Review 97-121, 
February, 1959, and merits study by any 
group proposing the creation of an in- 
terim committee by Resolution and not 


by a regular law. 
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Staff travels 


> Serving in a wide diversity of 
assignments, twelve members of 
the A.O.A. Headquarters Staff at- 
tended meetings in eight states 
during October. Their travels cov- 
ered the Annual Clinical Assembly, 
four divisional society conventions, 
and a number of other meetings 
and conferences. These included: 


Clinical Assembly ¢ In attendance 
at the Annual Assembly, held in 
Los Angeles, October 25-29, were 
Dr. True B. Eveleth, A.O.A, Ex- 
ecutive Secretary; Dr. Raymond P. 
Keesecker, A.O.A. Editor; Kather- 
ine Becker and Betty M. Kana- 
meishi, associate editors, JOURNAL 
and Forum, respectively; Lawrence 
W. Mills, director, Office of Edu- 
cation; Patricia A. Guinand, sec- 
retary, Bureau of Hospitals; Robert 
Bennett, director, Osteopathic 
Progress Fund; and Robert A. 
Klobnak, director, and Otha W. 
Linton, press representative, Di- 
vision of Public and Professional 
Service, and Walter A. Suberg, 
Business Manager. 


Divisional society conventions * 
Michigan, in Grand Rapids, Octo- 
ber 5-7: Dr. Eveleth, Mr. Klob- 
nak, Mr. Linton, and Mr. Bennett; 
Kansas, in Hutchinson, October 4- 
7: Mr. Bennett; Missouri, in St. 
Louis, October 14-16: Dr. Eveleth; 
New York, in New York City, Oc- 
tober 16-17: Mr. Bennett. 


Other meetings * Central Iowa 
Osteopathic Study Group, Ames, 
October 22: Milton McKay, A.O.A. 
general counsel; American Public 
Health Association, Atlantic City, 
New Jersey, October 19-23: Robert 
Bradner, press representative, P. 
& P.S.; National Commission on 
Accrediting and the American 


2% 


Council on Education, in Wash- 
ington, D.C., October 6-9, the 
American Public Health Associa- 
tion, and visits to various Califor- 
nia colleges following the Clinical 
Assembly: Mr. Mills; business con- 
ferences for both the A.O.A. and 
the Osteopathic Foundation, Oc- 
tober 4-8, in Philadelphia and New 
York City: Mr. Suberg; annual 
meeting of the American Medical 
Writers Association, St. Louis, Oc- 
tober 2-3: Barbara E. Peterson, 
medical manuscript editor, the 
JOURNAL. 


Medical film reviews 


> Films listed here have been re- 
viewed by the A.O.A. Division of 
Public and Professional Service. 
They are provided by their produc- 
ers upon request, and unless other- 
wise indicated, are sent without 
charge other than postage. 


Preparing for surgery—The pur- 
pose of this film is to demonstrate 
methods of preparing to assist in 
surgery. A third-year medical stu- 
dent on his first assignment is taken 
through his first scrub-up. Prob- 
lems of asepsis and of static elec- 
tricity are discussed as the student 
puts on his scrub suit and shoes. 
He is shown how to wear a mask 
and cap and how to scrub his 
hands and arms. The film also 
demonstrates technics of putting 
on gowns and gloves. 

Preparation of the patient is also 
shown. Operating room areas of 
contamination and sterility are de- 
scribed, and an anesthesiologist ex- 
plains the dangers of static elec- 
tricity and explosion connected 
with the apparatus and procedures 
for anesthesia, and simple preven- 
tive measures are shown. 1956. 16 
mm., color, sound, 20 minutes. 


Winthrop Laboratories, 1450 
Broadway, New York 18. 


Transtracheal anesthesia—T his 
film shows an anatomic dissection 
of the laryngopharyngeal region, 
Then the procedure of nasal endo- 
tracheal intubation is demonstrat- 
ed, showing the injection of the 
anesthetic agent, use of the laryn- 
goscope, and placing of the nasal 
endotracheal tube. 1956. 16 mm., 
sound, color, 22 minutes. Astra 
Pharmaceutical Products, Inc., Ne- 
ponset Street, Worcester 6, Massa- 
chusetts. 


An aid to therapy—This film was 
designed as an aid to the practi- 
tioner who graduated from medical 
school before the courses in bac- 
teriology included tests for the sus- 
ceptibility of bacteria to antibiotic 
agents. The popular disk and quan- 
titative tube-dilution testing meth- 
ods are explained in principle, to 
enable the physician better to eval- 
uate the reports of bacterial anti- 
biotic-susceptibility provided him 
by laboratories. 1957. 16 mm., col- 
or, sound, 26 minutes. Pfizer Lab- 
oratories, 630 Flushing Avenue, 
Brooklyn 6, New York. 


Technics for splenectomy— 
Splenectomy is here demonstrated 
step by step. The patient is a 53- 
year old male with erythrocyto- 
penia and thrombocytopenia and a 
markedly enlarged spleen. The ab- 
domen is opened, intestine dis- 
placed, and a portion of the en- 
larged spleen exposed. A routine 
general exploration of all peritoneal 
viscera is carried out. 1956. 16 
mm., color, sound, 25 minutes. 
Winthrop Laboratories, 1450 
Broadway, New York 18. 


Culdoscopic technic and cinema- 
tography—A relatively new technic 
for culdoscopy is pictured in this 
film. Also depicted are the technics 
used in filming pathologic and un- 
usual anatomic conditions as re- 
vealed by the culdoscope. The film 
presents a number of interesting 
pathologic and physiologic condi- 
tions, among them tubal peristalsis, 
an ovarian follicle about to rup- 
ture, several cystic conditions, and 
an unruptured tubal pregnancy. 
1959. 16 mm., color, sound, 22 min- 
utes. Schering Corporation, Bloom- 
field, New Jersey. 


PROSTALL CAPSULES 
Source * Amino acids. 


Chemistry *¢ Each capsule con- 
tains 6% grains of a mixture of 
glycine (aminoacetic acid), ala- 
nine, and glutamic acid. 
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This section is published monthly to inform the practicing physician about new drug products and medical equipment 
his made available on the market. It is a reference section prepared by Tue Journat from descriptive material furnished 
ion by ethical manufacturers. The American Osteopathic Association does not necessarily advocate the use of these prod- 
ucts nor disapprove any product not included. The purpose of the section is to provide trustworthy information in a 


convenient form. 


Pharmacodynamics * The site of 
action of Prostall is the prostate 
gland, where the drug acts to re- 
duce secretions and control edema. 
The effect is to provide palliative 
relief of symptoms of benign pros- 
tatic hypertrophy (nocturia, ur- 
gency, frequency, discomfort, de- 
layed micturition) and temporary 
reduction in the size of the gland. 
Since the three amino acids com- 
bined in the drug are unit com- 
ponents of food and tissue pro- 
teins, it has been suggested that 
there may be a definite metabolic 
factor in the therapeutic effect. 


Absorption; fate; excretion ° 
The physiologic activities of Pros- 
tall are the same as for amino 
acids in general. 


Toxicology * No untoward reac- 
tions or toxic effects have been 
reported in connection with the 
use of Prostall capsules. 


Indications * The drug is indi- 


cated for palliative treatment of 
benign prostatic hypertrophy. 


Contraindications * There are no 
contraindications to the of 
Prostall. If a malignant lesion is 
present or suspected, however, sur- 
gical treatment should not be de- 
layed. 


Dosage schedule * Two capsules 
three times daily after meals for 
2 weeks, thereafter one capsule, 
the treatment to be continued for 
not less than 2 months, and as 
much longer as necessary. 


How supplied ¢ Gelatin capsules, 
bottles of 100 and 250. 


Manufacturer ¢ Metabolic Prod- 
ucts Corporation, Little Building, 
Boston, Mass. 


Reference ¢ Feinblatt, H. M., and 


Gant, J. C., J. Maine M. A. 49:99, 


1958. 
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“VANAY” VAGINAL CREAM 


Chemistry * “Vanay” Vaginal 
Cream contains 250 mg. of tri- 
acetin (glyceryl triacetate) per 
gram of nonliquefying cream base. 


Pharmacodynamics * Through a 
unique enzyme-controlled mode of 
action, “Vanay” Vaginal Cream 
insures a continuous therapeutic 
fungistatic effect without danger 
of local reaction, and restores and 
maintains physiologic pH and nor- 
mal vaginal flora, reducing risk of 
reinfection. At the pH of the in- 
fected tissue and in the presence 
of esterase (an enzyme abundantly 
present in serum and fungi), gly- 
ceryl triacetate is rapidly con- 
verted into glycerol and free 
fatty acid (acetic) which inhibits 
growth of the fungi. As the free 
fatty acid accumulates, the pH 
drops and esterase activity de- 
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creases. Then as the free fatty 
acid in the tissues diffuses or be- 
comes neutralized, the pH rises 
and esterase activity is again in- 
creased to release more fatty acid. 
The drug inhibits both Candida 
(Monilia) albicans and Tricho- 
monas vaginalis, and has been 
found particularly effective in 
cases of moniliasis. Resistance 
tests utilizing the gradient plate 
technic, with seven different 
strains of C. albicans, showed that 
“Vanay” cream continued to exert 
constant antifungal action during 
a 10-day period; no resistant strains 
of the organism emerged. The 
cream is odorless and nonstaining. 


Toxicology * In superficial infec- 
tions glyceryl triacetate in solution 
has been safely applied to open 
lesions without causing irritation. 
Sensitization tests resulted in no 


allergic reaction, either in repeated 


patch tests or in the final chal- 
lenging application administered 
after a 2-week rest period. The 
only side effect reported is a burn- 
ing sensation which may occur 
early in the treatment. This symp- 
tom usually disappears within a 
short time, and may be an indica- 
tion of effective therapy, since the 
sensation emanates from eroded 
surfaces in connection with the 
destruction of the fungus. 


Indications * “Vanay” is used for 
specific antifungal therapy in 
monilial vaginitis, and may be used 
as an adjunct in trichomoniasis oc- 
curring alone or with moniliasis. 
In nonspecific vaginitis, the cream 
helps restore physiologic pH and 
normal vaginal flora, thus re-estab- 
lishing an environment unfavorable 
to the growth of pathogens. 


Contraindications No condi- 


tions have been reported which 
would contraindicate the use of 
the product. 


Dosage schedule * The average 
dose of “Vanay” Vaginal Cream 
is 2 to 4 grams intravaginally at 
bedtime. During the acute stage 
of infection, applications twice a 
day (morning and night) are rec- 
ommended. When symptomatic 
response has been obtained, the 
treatment consisting of one appli- 
cation at bedtime should be con- 
tinued for a while, to prevent re- 
currence. During pregnancy, ther- 
apy should be continued until the 
seventh month, since the rate of 
recurrence during gestation is es- 
pecially high. It is recommended 
that during treatment, cotton un- 
dergarments or a protective sani- 
tary pad be worn, because syn- 
thetic fibers such as rayon, nylon, 
or dacron may be damaged or de- 
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stroyed by contact with the medi- 
cation. 


How supplied * Combination 
package: 1% oz. tube “Vanay” Vag- 
inal Cream with 15 disposable 
applicators calibrated at the level 
of 2, 3, and 4 grams. An instruc- 
tion sheet for the patient is en- 
closed. 


Manufacturer * Ayerst Labora- 
tories, New York 16, New York. 


References * Burack, A. M., and 
Knight, S. G., J. Invest. Dermat. 
30:197, 1958. Knight, S. G., J. In- 
vest. Dermat. 28:363, 1957. Knight, 
S. G., Antibiotics & Chemotherapy 
7:172, 1957. Kubista, R. A., and 
Derse, P. H., Antibiotics & Chemo- 
therapy, in press. U.S. Dispensa- 
tory, 25th ed. Medical Records, 


Ayerst Laboratories. 
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TRANCOPAL® 


Source ¢ Synthetic product. 


Chemistry * Trancopal is a brand 
(WIN 4692), 
which belongs to a group of com- 
pounds known as metathiazanones 
and ‘is the first to be used in 


of chlormezanone 


clinical medicine. Chemically the 
drug is 2 - (4 -chlorophenyl) - 3 - 
methyl - 4 - metathiazanone - 1 - 
dioxide. 


Pharmacodynamics * Chlormeza- 
none acts on the midbrain and 
spinal cord, by a selective inhibi- 
tion or depression of hyperactive 
polysynaptic reflexes, thus block- 
ing excessive stimulation of motor 
nerves. Its effect is that of a non- 
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hypnotic central relaxant and tran- 
quilizer. Since the drug has no 
direct effect on skeletal muscles, 
myoneural junctions, or peripheral 
nerves, its muscle relaxant effect 
is central in origin. 


Absorption; fate; excretion * 
The absorption of Trancopal is 
rapid, effects becoming apparent 
in 15 to 30 minutes. The drug ap- 
pears to be metabolized in the 
body, but the end products of 
metabolism are not known. 


Toxicology * Side effects are rare, 
occurring in less than 3 per cent 
of cases, and consist of nausea, 
drowsiness, dizziness, weakness, 
and flushing. In isolated instances 
there have been reports of a rash 
which disappeared when treatment 
was stopped. The drug’s toxicity 
is extremely low. In mice, the oral 
24-hour is approximately 
1,600 mg. per kg. of body weight. 
No human fatalities have been re- 
ported even with doses as high 
as 10 grams, taken with suicidal 
intent. Toxic symptoms include 
nausea, vertigo, slight confusion, 
and drowsiness. No specific anti- 
dote is known; treatment is 
largely symptomatic and suppor- 
tive. If an unusually large dose 
has been taken, evacuation of the 
stomach may be carried out by 
induced emesis or gastric lavage. 
Hypersensitivity to therapeutic 
doses, manifested by urticaria and 
hypotension, is extremely rare. 


Indications * Trancopal is indi- 
cated in the following conditions: 
Musculoskeletal—low back pain 


(lumbago, et cetera), neck pain 
(torticollis, et cetera), bursitis, 
rheumatoid arthritis, osteoarthritis, 
disk syndrome, fibrositis, ankle 
sprain (also tennis elbow, et 
cetera), myositis, and postopera- 
tive muscle spasm; psychogenic— 
anxiety and tension states, dys- 
menorrhea, premenstrual tension, 
asthma, angina pectoris, and alco- 
holism; neurologic—muscle spasm 
associated with paralysis agitans, 
multiple sclerosis, hemiplegia, and 
poliomyelitis. 


Contraindications ¢ There are no 
contraindications to the use of 
Trancopal in the suggested condi- 
tions. 


Dosage schedule ¢ For adults the 
dose of Trancopal is usually 100 
or 200 mg. three or four times 
daily; for children 5 to 12 years 
old, 50 mg. three or four times 
daily. 


How supplied ¢ Green, scored 
Caplets, 200 mg., in bottles of 100; 
peach-colored, scored Caplets, 100 
mg., in bottles of 100. 


Manufacturer Winthrop Lab- 
oratories, New York 18, New York. 


References * Lichtman, A. L., 
Kentucky Acad. Gen. Pract. 4:28, 
1958. Lichtman, A. L., Scientific 
Exhibit, Internat. Coll. Surg., Mi- 
ami Beach, Jan. 1959. Ganz., S. E., 
J. Indiana M. A. 52:1134, 1959. 
Mullin, W. G., and Epifano, L., 
Am. Pract. & Digest Treat. 10: 
1743, 1959. Shanaphy, J. F., Cur- 
rent Therap. Res., in press. 


BEVITAM 


Source ¢ Fermentation process. 


Chemistry * Bevitam is a reposi- 
tory, long-acting, injectable form 
of vitamin B,. in a lyophilized 
complexed form. Each 5 cc. vial 
contains: cyanocobalamin, 2,500 
mceg.; tannic acid, 13 mg.; zinc 
(from acetate), 6 mg.; cysteine 
(free base), 5 mg.; methyl para- 
ben, 10 mg.; propyl paraben, 0.5 
mg. 


Pharmacodynamics This new 
chelate of vitamin B,,. in the form 
of a tannate complex reduces the 
waste of the vitamin that occurs 
with crystalline B,.. A single in- 
jection of Bevitam provides rapid 
and continuous release of B,, for 
as long as 28 days. Low solubility 
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of the B,, complex makes possible 
continuous high serum levels; rapid 
onset of action is provided by a 
small amount of uncomplexed cy- 
anocobalamin. 


Absorption; fate; excretion °* 
Zinc tannate complex of cyanoco- 
balamin delays urinary excretion. 
Crystalline B,. after a single in- 
jection is largely wasted by high 
urinary excretion during the first 
24 hours. Bevitam, however, is 
slowly released and tissue levels 
remain high after a single dose. 


Indications ¢ In addition to the 
well-established indications such 
as nutritional macrocytic anemia, 
pernicious and other forms of 
megaloblastic anemia, sprue, and 
fish tapeworm anemia, the follow- 
ing additional uses are suggested 
for Bevitam: anorexia and apathy, 
bursitis (acute subdeltoid and cal- 
cified), diabetes mellitus (for B,. 
deficiency in diabetic retinopathy, 
and for treatment and prophylaxis 
in diabetic neuropathy), geriatrics 
(for appetite improvement and to 
prevent and treat anemia, apathy, 
fatigue, and perhaps cerebral de- 
terioration), hepatitis, herpes zos- 
ter (to relieve pain and improve 
skin lesions ), multiple sclerosis, os- 
teoarthritis (relief of pain), preg- 
nancy, psoriasis, seborrheic derma- 
titis, surgical operations (partic- 
ularly following gastrectomy), tri- 
geminal neuralgia, and alcoholic 
delirium and neuritis. 


Contraindications * Toxic reac- 
tions from the clinical use of crys- 
talline vitamin B,. have not been 
reported. 


Dosage schedule * Bevitam is for 
intramuscular injection only. The 
usual dose is 1 cc. (500 mcg.) 
every 2 weeks. Since dosage varies 
with the nature and severity of 
the disease, it may be desirable 
to administer as little as 0.5 cc. 
(250 mcg.) every 2 weeks or as 
much as 1 cc. (500 mcg.) weekly. 
The usual maintenance dose is 1 
cc. (500 mcg.) once a month. 


How supplied * Each package of 
Bevitam includes a multiple-dose 
vial containing cyanocobalamin 
zinc tannate (lyophilized) equiva- 
lent to 2,500 mcg. vitamin B,>. 
The vial of diluent contains 5 cc. 
sodium chloride solution for in- 
jection. When reconstituted, each 
cc. of Bevitam contains 500 mcg. 
vitamin 


Manufacturer * The Wm. S. Mer- 
rell Company, Cincinnati 15, Ohio. 


References * O'Connor, J. S., and 
others, Fed. Proc. 17:528, 1958. 
Best, W. R., personal communica- 
tion. Thompson, R. E., and Hecht, 


R. A., Am. J. Clin. Nutrition, in © 


press. Schwartz, S. O., Friedman, 
I. A., and Gant, H. L., J. Am. 
M. A. 157:229, 1955. 
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DURABOLIN® 


Chemistry * Durabolin is nandro- 
lone phenpropionate injection Or- 
ganon. Each cc. of sesame oil 
solution contains 25 mg. of nan-. 
drolone phenpropionate (noran- 
drostenolone phenylpropionate ). 


Pharmacodynamics Durabolin 
is a long-acting anabolic steroid; 
it promotes body tissue-building 
processes and reverses catabolic or 
tissue-depleting processes. The de- 
letion of the CH, group from the 
19— position of this steroid has 
resulted in reduction of its andro- 
genic properties and enhancement 
of its anabolic, tissue-building 
properties. Its prolonged action is 
due to its phenylpropionate esteri- 
fication, and may last 1 to 3 weeks 
depending on the dosage. Dura- 
bolin has a favorable anabolic- 
androgenic ratio. It is possible to 
use doses that provide significant 
anabolic effects without inciting 
undesired androgenic effects. Dur- 
abolin does not exert progesta- 
tional effects on the uterus, and 


bs 


thus does not cause withdrawal 
bleeding. 


Indications * Durabolin is useful 
in the treatment of conditions in 
which a potent tissue-building ac- 
tion is desired. Its principal uses 
are to induce weight gain and a 
sence of well-being by virtue of 
its anabolic action. Durabolin 
therapy is most effective when 
combined with a high calorie, high 
protein diet, except in conditions 
where such a regimen is contra- 
indicated. Durabolin’s prolonged 
anabolic effects have been demon- 
strated clinically in preoperative 
and postoperative treatment, re- 
tarded growth and development in 
children, osteoporosis, uremia, in- 
operable mammary carcinoma, ca- 
chexia during convalescence, debil- 
ity states, weight loss, corticoid-in- 
duced catabolic effects, osteogenesis 
imperfecta, and myopathy. 


Contraindications ¢ In all cases 
of inoperable mammary carcinoma 
with extensive metastases, hyper- 
calcemia may develop with or 
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without androgen therapy. When 
Durabolin is used, the blood cal- 
cium should be observed at least 
weekly. Signs of masculinization 
should be looked for in women 
and children; if signs appear, ther- 
apy should be discontinued. With 
therapeutic doses (25 mg. weekly), 
disturbance of the menses is not 
to be expected. Although no in- 
stances of consistently disturbed 
hepatic function have been re- 
ported, this complication should 
be borne in mind and therapy dis- 
continued if disturbances of liver 
function are evident. The drug is 
contraindicated for prostatic can- 
cer, cardiac failure, and hepatic 
or renal dysfunction. 


Dosage schedule * Durabolin is 
intended for intramuscular or sub- 
cutaneous injection. For general 
anabolic effects in the adult pa- 
tient, the average dose recom- 
mended is 25 mg. weekly, with 
variations depending on the con- 
dition of the patient under treat- 
ment. If preferred, 50 mg. may 
be given once every 2 weeks. For 
children under 7, the dose is re- 


duced to 10 mg. or less weekly; 
for infants, the dose is 1 to 5 mg. 
weekly. In children under 7, the 
androgenic properties of the drug 
may be apparent; the course of 
these patients should be watched 
carefully. Since periodic treatment 
produces optimal tissue-building 
effects, Durabolin is best given 
for continuous periods up to 12 
weeks, and resumed if necessary 
after 4 weeks of rest. 


How supplied ¢ 1 cc. ampuls and 
5 ce. vials, each cc. providing 25 
mg. nandrolone phenpropionate. 


Manufacturer * Organon Inc., 
Orange, New Jersey. 


References ¢ Reifenstein, E. C., 
Metabolism 7:78, 1958. Banghart, 
H. E., Bull. Acad. Med. New Jer- 
sey 5:70, 1959. Peters, J. H., and 
others, Clin. Endocrinol. & Metab. 
18:114, 1958. Kory, R. C., and 
others, Am. J. Med. 26:243, 1959. 
Payne, R. W., Kentucky Academy 
of General Practice, Louisville, 
August 16, 1959. 
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ILOSONE™; ILOSONE™ SULFA 


Source ¢ Erythromycin, antibiotic 
produced by Streptomyces ery- 
threus. 


Chemistry * Ilosone is the propi- 
ony] ester of erythromycin. Ilosone 
Sulfa provides a combination of 
Ilosone and triple sulfonamides in 


a single preparation. 


Pharmacodynamics * The oral 
administration of Ilosone produces 
therapeutic levels in the blood 
usually within a half hour; the 
values are significantly higher and 
of longer duration than those pro- 
duced by erythromycin base. As 
with all orally administered anti- 
biotics, highest concentrations are 
attained when the drug is given 
on an empty stomach. The anti- 
bacterial spectrum of Ilosone is 
the same as that for erythromycin; 
it has been found effective against 
pneumococcus, beta hemolytic 
streptecoccus, and strains of Staph- 
ylococcus aureus resistant to other 


antibiotic agents. Also, susceptible 
bacterial infections in patients 
known to be hypersensitive to 
penicillin or other antibiotics may 
be effectively treated with Ilosone. 


Absorption; fate; excretion °¢ 
Erythromycin is readily absorbed 
from the intestinal tract and dif- 
fuses throughout most of the body 
tissues and also into ascitic and 
pleural fluids. In the absence of 
meningeal inflammation, erythro- 
mycin does not readily diffuse into 
the cerebrospinal fluid. It is con- 
centrated by the normal liver and 
is readily excreted in the bile in a 
biologically active form. With Ilo- 
sone, less of the antibiotic is ex- 
creted in the bile, which may ac- 
count for the higher and more 
persistent blood levels. 


Toxicology * The toxicity of Ilo- 
sone has been demonstrated to be 
as low as that of erythromycin. 
No serious side effects have been 
encountered. In a small percent- 


age of cases there may be anorexia, 
nausea, vomiting, er diarrhea; only 
rarely have such effects necessi- 
tated discontinuance of the drug. 
Since this antibiotic agent does not 
alter the intestinal bacterial flora 
appreciably, enteritis has not been 
a problem. Allergic reactions to 
the drug are extremely rare. 


Indications ¢ [losone is indicated 
in infections caused by micro- 
organisms that are sensitive to its 
action, especially when the organ- 
isms are resistant to penicillin and 
other commonly used antibiotics, 
or when the patient is hypersensi- 
tive to other agents. Ilosone Sulfa 
is indicated for those serious cases 
in which sensitivity tests on the 
pathogenic organisms have shown 
this combination to be more effec- 
tive than Ilosone alone. 


Contraindications ¢ [losone Sulfa 
should not be used in persons who 
exhibit sensitivity reactions to sul-’ 
fonamides. When this drug is used, 
the same precautions, including 
routine blood counts, should be 


observed as in sulfonamide ther- 
apy. Enough fluid should be given 
to maintain optimum urinary out- 
put; if oliguria develops, the drug 
should be discontinued imme- 
diately. No contraindications to 
the use of erythromycin have been 
discovered; nevertheless, since the 
use of antibiotics may result in 
overgrowth of nonsusceptible or- 
ganisms, patients under treatment 
with Ilosone should be carefully 
observed. 


Dosage schedule * The usual 
adult dose of Ilosone is 250 mg. 
every 6 hours; in serious infec- 
tions, 500 mg. every 6 hours are 
recommended; in overwhelming in- 
fections, 1 gram every 6 hours may 
be given, but in such cases the 
institution of parenteral therapy 
should be considered. For chil- 
dren up to 50 pounds in weight, 
the usual daily dosage is 125 mg. 
every 6 hours; for more severe in- 
fections the dosage may be in- 
creased to 250 mg. every 6 hours. 
On the basis of milligrams per 
pound of body weight, the usual 
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dose in children is 10 to 20 mg. 
per pound per day in divided 
doses; 20 to 40 mg. may be pre- 
scribed for more serious infections. 
Again, when large doses are indi- 
cated, parental therapy may be 
necessary. Therapy should usually 
be continued for 24 hours or more 
after fever and other symptoms 
have subsided. In streptococcus 
infections, the American Heart 
Association recommends that anti- 


‘biotic therapy be maintained for 


10 days. 

For Ilosone Sulfa, the recom- 
mended dosage for adults is 2 
tablets every 6 hours. The total 
dose of 8 tablets in 24 hours pro- 
vides 1 gram of Ilosone and 4 
grams of sulfonamides. 


How supplied * Pulvules [losone 
are supplied as follows: 125 mg., 
in bottles of 24 and 100 (No. 374); 
250 mg., in bottles of 24 and 100 
(No. 375). Ilosone 125 for Oral 
Suspension is provided in a 60-cc. 
bottle containing the lauryl sulfate 
salt of propionyl erythromycin 
ester in a dry, flavored mixture. 


Ilosone Drops are supplied in a - 


10-cc. bottle with calibrated drop- 
per. Tablets Ilosone Sulfa are sup- 
plied in bottles of 24 and 100. 
(No. 1835). 


Manufacturer °¢ Eli Lilly and 
Company, 740 S. Alabama St., In- 
dianapolis 6, Indiana. 


References * Stephens, V. C., and 


Conine, J. W., Antibiotics Annual, 
p. 346, 1958-1959. Lee, C. C., and 
others, Antibiotics Annual, p. 354, 
1958-1959. Griffith, R. S., Anti- 
biotics Annual, p. 364, 1958-1959. 
Perry, D. M., Hall, G. A., and 
Kirby, W. M. M., Antibiotics An- 
nual, p. 375, 1958-1959. Griffith, 
R. S., and others, Antibiotic Med. 
& Clin. Therapy 5:609, 1958. 
Hirsch, H. A., Kunin, C. M., and 
Finland, M., New England J. 
Med. 260:408, 1959. Kunin, C. M., 
Hirsch, H. A., and Finland, M., 
Antibiotics Annual, p. 382, 1958- 
1959. Smith, I. M., and Soder- 
strom, W. H., J. Am. M. A. 170: 
184, 1959. 
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Fatigue fracture of the pelvis 
and the lower extremity 


> Untreated and neglected fatigue fracture of the 
long bone may result in markedly separated fracture 
after slight trauma, according to a report by C. C. 
Wang, M.D., C. W. Lowrey, M.D., and Lieutenant 
Colonel R. L. Severance, M.C., U.S.A., in The New 
England Journal of Medicine, May 7, 1959. If the 
condition is promptly diagnosed, however, simple 
bed rest and temporary immobilization usually effect 
cure. 

The report covers a total of 97 fatigue fractures of 
the pelvis and lower extremity in 83 patients ob- 
served at the United States Army Hospital at Fort 
Chaffee from December 1955 through May 1958. 
Four of the fractures were in the pelvis, 4 in the 
femur, 8 in the tibia, 6 in the os calcis, and 75 in the 
metatarsal bones; 14 patients had double fractures. 
The fractures commonly occurred in the recruits 
4 or 5 weeks after the beginning of basic military 
training, and were most frequent during midwinter, 
when heavy clothing and boots were worn. The first 
sign of fracture was generally aching pain in the 
involved bone; the pain ceased when weight was 
removed from the bone. Bed rest for 10 days usually 
sufficed to relieve pain; gradual ambulation was then 
started, and the patients were able to return to train- 
ing in about 6 to 8 weeks. No plaster immobilization 
was required in the uncomplicated cases. One patient 
had a greatly displaced fracture of the lower femur 
after slight trauma to the area of an untreated fatigue 
fracture; satisfactory results were obtained in this 
case by an intramedullary pinning procedure. 

Differential diagnosis of fatigue fracture includes 
pathologic fracture due to systemic disorders, benign 
and malignant bone tumors, and infection such as 
osteomyelitis and periositis. Special difficulty may be 
encountered in differentiating between fatigue frac- 
ture and malignant bone tumor; however, the history 
of unaccustomed physical training is of great as- 
sistance. The rapid increase of periosteal reactions 
and the demonstration of a radiolucent fracture line 
or sclerotic zone across the shaft of the involved bone 
should render this benign condition readily recog- 
nizable. The diagnosis is confirmed by responsive- 
ness to conservative treatment, obliteration of the 
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fracture lines, and solidification of the exuberant 
callus and periosteal reaction. It is emphasized that 
since early radiographic findings may not be well 
established, it is important to re-examine the involved 
parts 2 or 3 weeks later. 


Treatment of advanced breast cancer 
with fluoxymesterone (Halotestin) 


> A new oral androgen has been found effective in 
suppressing advanced mammary cancer in postmeno- 
pausal patients, according to a report by Victoria L. 
Beckett, M.D., and Michael J. Brennan, M.D., in 
Surgery, Gynecology & Obstetrics, August 1959. The 
report concerns the authors’ experience with 23 cases 
of advanced metastatic breast cancer treated with 
fluoxymesterone. 

Of the 23 patients treated, 5 had both objective 
and subjective remissions lasting 3 months to 1 year 
and 5 months; in 2 of the 5 patients, hypophysectomy 
had previously been carried out. In 2 cases the 
lesions were arrested for periods of 11 months and 
1 year, 2 months. Sixteen cases were classed as fail- 
ures although there was subjective improvement 
in 6 of these for 3 weeks to 3 months. There were 
serious side effects in 2 cases. Masculinization ap- 
peared in almost all patients but was considered to 
be of minor degree. 

The fact that in 2 cases remission occurred in post- 
hypophysectomy patients is of both practical and 
theoretic interest, since it indicates that hypophysec- 
tomy is not necessarily the ultimate measure in pal- 
liation. These remissions further indicate that the 
depression of gonadotropin is not the only mech- 
anism by which androgen acts on breast cancer. 

Fluoxymesterone was found effective in doses 
which are modest in their virilizing action; the drug 
appears to be less masculinizing than injectable 
androgens in therapeutic doses. It can cause liver 
dysfunction such as seen with methyltestosterone. 
In this study, the wide discrepancy between subjec- 
tive and objective response, as noted by others, was 
observed. Although 13 patients felt better during 
treatment, only 7 of them showed objective improve- 
ment or arrest. The results in this series approximate 
the 25 per cent regressions commonly observed with 
other androgenic agents. 


Leptospiral meningitis 


> The manifestations of central nervous system in- 
volvement in leptospirosis are stressed in this report 
by Samuel Saslaw, M.D., and Edward D. Swiss, 
M.D., in the A.M.A. Archives of Internal Medicine 
for June 1959. The similarity of leptospiral meningi- 
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tis to other infections such as viral encephalitis and 
poliomyelitis complicates the problem of differential 
diagnosis. Improved diagnostic methods, however, 
together with growing awareness of the prevalence 
of leptospirosis, are leading to increased frequency 
of diagnosis, which may account in part for the ap- 
parently increasing incidence of leptospirosis in the 
United States. 

The main clinical characteristics of leptospirosis 
are sudden onset, severe myalgia, conjunctival injec- 
tion, and fever. Macular or maculopapular eruption 
is not uncommon. The disease is considered to ap- 
pear in two forms, icteric and anicteric; the icteric 
type apparently presents less of a problem in diag- 
nosis. Cerebral spinal fluid findings in leptospirosis 
are not diagnostic, and examination of the formed 
elements of the blood aids little, since there may be 
little or no change in leukocyte count. The correct 
diagnosis relies to a great extent on leptospiral ag- 
glutination tests; evaluation of serial blood samples 
with a rising titer is the best evidence of infection. 
The ideal method of proving the existence of lepto- 
spirosis is the isolation of the organism. This proce- 
dure is not routine in most hospitals, however, and 
the indirect method of serologic diagnosis is more 
conveniently available. But unless specific studies 
are undertaken, leptospirosis can readily escape de- 
tection. It is the author’s practice to include lepto- 
spiral studies in their approach to the differential 
diagnosis of the aseptic meningitides. Among the 10 
cases reported in this article, the organisms involved 
were apparently Leptospira icterohemorrhagiae, L. 
canicola, and L. pomona. 

The treatment of leptospirosis leaves much to be 
desired. Various antibiotic agents have been effec- 
tive in experimental infections in laboratory animals, 
but the majority of cases in man have not benefited 
from antibiotic therapy. It is thought that the dis- 
crepancy between human and animal response is due 
to the fact that relatively few clinical cases of lepto- 
spirosis are diagnosed early. For real advancement 
in clinical management, early and accurate diagnosis 
must be accomplished. 


Complete details for the performance of agglutina- 


tion tests are appended to this article. 


Dupuytren’s contracture 


> Anew concept of the pathogenesis of Dupuytren’s 
contracture is presented and correlated with surgical 
management, in an article by J. Vernon Luck, M.D., 
in The Journal of Bone and Joint Surgery, June 1959. 
This disease entity is little understood, and various 
aspects are controversial. But even though the etio- 
logic basis remains in doubt, the pathogenesis is 
gradually becoming clear. On the basis of the au- 
thor’s concept, a plan of therapy has been developed 
that is associated with superior results achieved with 
less strain for patient and surgeon than was formerly 
experienced in the routine use of radical aponeuro- 
sectomy. The therapeutic program emphasizes con- 
servative surgical technics, including subcutaneous 
fasciotomy. 
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In this report the tissues identified with Dupuy- 
tren’s contracture are classified as (1) essential 
fibrous nodules, (2) reactive tissues, and (3) residual 
tissues. For descriptive purposes, the pathogenesis is 
divided into three stages: proliferative, involutional 
(contracting), and residual. In a hand with nodules 
in the proliferative or involutional stage, the sites 
and approximate degree of potential future flexion 
contractures can be identified. Selection and evalua- 
tion of therapeutic measures should be based on the 
stage of the disease existing at the time of treatment. 
The nodule is interpreted as the essential lesion; the 
fibrous cords are interpreted as hypertrophy of fascial 
bands reacting to intermittent tension stresses. Nod- 
ules require excision; the cords do not. 

Operations based on the stage of the pathologic 
process were carried out in 154 patients during a 
10-year period. For the 206 hands involved, results 
were good in 164 (79.6 per cent), fair in 29 (14.1 
per cent), and poor in 13 (6.3 per cent). During the 
operative procedure, the reactive fascial cords in the 
palm were sectioned by subcutaneous fasciotomy; 
those in the fingers were sectioned (or a segment 
excised) by direct vision. On the basis of this experi- 
ence it is recommended that nonsurgical treatment, 
if used at all, be restricted to nodules in the pro- 
liferative or early involutional stage. In the involu- 
tional stage, surgical treatment should be carried out 
in that portion of the palm and the fingers actually 
showing nodules; radical dissection of uninvolved 
areas has little to support it. In the residual stage, 
subcutaneous fasciotomy plays an important part in 
restoring function. 


Simple paper test for determining 
bacterial sensitivity 
to antibotics 


> The development of a colorimetric paper test 
which would be easy to read, accurate, convenient, 
and stable, was the object of this investigation re- 
ported by Wayne L. Ryan, Ph.D., Howard J. Igel, 
B.S., and Perry T. Williams, M.D., in The Journal of 
the American Medical Association, July 25, 1959. 
Current technics for determining microbial suscepti- 
bility to specific antibiotics are in general too cum- 
bersome, time-consuming, and expensive for use by 
the clinician in his office practice. 

The new paper test resulting from these studies 
seems to meet the requirements of accuracy and 
simplicity. Although bacterial growth takes place as 
well on blood agar as on the test paper, the paper 
test may be interpreted much earlier than the disk- 
agar test because the result depends on bacterial 
enzymatic activity effecting a chemical color change 
rather than on the development of visible colonial 
growth. Zones of inhibition are more apparent on 
the test paper, especially with streptococci and 
pneumococci. Since the test paper is stored in de- 
hydrated form there is no spoilage of the medium 
or deterioration of the antibiotics, and refrigeration 
is not required. Each type of test paper bears both 
a culture medium and an antibiotic agent and is 
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supplied, dry and sterile, in a transparent envelope. 
For a given test, the paper is wetted and inoculated 
and the envelope with its contents is incubated. The 
metabolic activity of the bacteria is detected by an 
indicator (triphenyltetrazolium chloride) which is 
colorless until changed to a bright red dye by bac- 
terial enzymes. The test is accurate as indicated by 
comparison with tube dilution and agar plate-anti- 
biotic disk studies. Clinical studies with the paper 
test in 100 cases show that marked improvement in 
antibiotic therapy is obtained when the test is used 
together with clinical experience and judgment. The 
new test should provide an extremely useful guide 
to antibiotic therapy for general office practice. 


Privileged communications 


> Legal aspects of physician-patient confidences in 
California are discussed by Howard Hassard, Gen- 
eral Counsel for the California Medical Association, 
in California Medicine, June 1959. The article was 
prepared for the Commission on Professional Wel- 
fare of the California Medical Association, in re- 
sponse to a resolution adopted by the Association’s 
House of Delegates in May 1958. 

Communications between physician and patient 
are described by courts and legal writers as confiden- 
tial communications in two general categories: The 
regular relationship between physician and patient is 
governed by the “rule of confidence.” When a matter 
is litigated and the public good requires that neces- 
sary information be revealed, the exceptions to the 
requirement relating to privileged communications 
between a physician and a patient are governed by 
the “rule of privilege.” The author discusses specific 
legal problems with regard to these rules, the posi- 
tion of the law where a physician’s records are con- 
cerned, and the types of proceedings in which the 
rule of privilege may apply. Aspects of legality in 
California are compared in some instances with those 
in other states. The author’s general conclusions, 
however, are universally applicable. 

Common sense must govern the protection of con- 
fidence granted and privilege given; in this respect 
the law rests on overlapping and sometimes conflict- 
ing basic policies. The courts must be able, however, 
to compel disclosure of all relevant facts in order to 
reach just decisions. To this policy there is an excep- 
tion in the case of certain confidential relationships 
the freedom of which might otherwise be jeopard- 
ized; thus the law permits the “privilege” of silence 
to the physician, for instance. In addition, both law 
and ethics impose on physicians a duty to respect 
confidences entrusted to them. Confidence and privi- 
lege are for the benefit of the patient, not the physi- 
cian. The physician, having no privilege as such, has 
a duty to remain silent; the patient, owning the privi- 
lege, has the right to waive it and command dis- 
closure. When other policies of the law cut across 
the rules of confidence and privilege, the duty of 
silence ceases—for example, the reporting of con- 
tagious diseases, and the legally imposed waiver of 
privilege when the patient files a personal injury suit. 
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The rapid growth of health insurance has increased 
the instances in which a physician is required to di- 
vulge confidential information; conflicts arise when 
the patient's economic interests require disclosure 
but his medical interests call for nondisclosure. Here 
the physician must clearly understand the basic fact 
that confidence and privilege are the patient’s right 
and that the patient must make the decision regard- 
ing disclosure. Neither physician nor third party 
may take away this right. 


Postmenopausal bleeding 


> Although the incidence of postmenopausal bleed- 
ing due to malignancy is now approximately one half 
that of 25 years ago, it remains high enough to re- 
quire investigation, according to a report by Franklin 
L. Payne, M.D., Ralph C. Wright, M.D., and Henry 
H. Fetterman, M.D., in the American Journal of Ob- 
stetrics and Gynecology, June 1959. In this article 
the problem is considered in two parts, entitled 
Changing Significance and Follow-up on 77 In- 
stances of Indeterminate Origin. 

Among the influences that have changed the sig- 
nificance of postmenopausal bleeding is the current 
wide use of estrogen therapy, which is now the most 
frequent cause of postmenopausal bleeding. When 
such bleeding occurs, thorough gynecologic examina- 
tion is mandatory. A pelvic abnormality that might 
explain the bleeding indicates hospitalization for 
diagnostic and corrective measures. A negative pel- 
vic examination indicates withdrawal of estrogen 
therapy and close observation. Continued bleeding 
in excess of 2 weeks or recurrent bleeding in the 
absence of estrogens should be investigated imme- 
diately. The problem of estrogen habituation raises 
questions regarding the possible deleterious effects 
on the genital structures and the breasts; it is pos- 
sible that interference with spontaneous menopause 
by prolonged estrogen administration may have se- 
rious consequences. 

Early postmenopausal bleeding—from 6 months 
onward—should be viewed with grave concern and 
the explanation sought at once. The incidence of 
malignancy to explain postmenopausal bleeding from 
the vagina and vulva, cervix, and corpus justifies 
utilization of every modern facility for the purpose 
of its prompt identification. Among 615 cases which 
were reviewed for this study, malignant changes 
accounted for the bleeding in 208. The majority of 
the malignant lesions occurred in the uterine body. 

In addition to the 615 patients in whom the source 
of bleeding was identified at original examination, 
there were 83 other patients in whom complete 
investigation, including curettage, failed to reveal 
the cause of bleeding. Of these uncertain cases, 77 
qualified for follow-up observation that has varied 
from 3 to 16 years. It is emphasized that among 53 
of these patients, simple curettage was curative per- 
manently. Repeat curettage was the only subsequent 
treatment required in other cases. Among patients 
with hyperplastic endometria, however, results were 
not so favorable. The development of 3 pelvic can- 
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cers suggests that recurrent postmenopausal bleed- 
ing associated with persistent active endometrial 
hyperplasia implies a serious prognosis. Recent de- 
velopments in cytology should increase diagnostic 
precision in early carcinoma. Unexplained recurrent 
bleeding that does not respond to simple measures 
should be treated surgically. 


Pseudomalignant endometrial changes 
induced by administration of 
new synthetic progestins 


> To call attention to the unusual stromal altera- 
tions that may result from prolonged courses of two 
synthetic progestins is the purpose of this report by 
Malcolm B. Dockerty, M.D., Reginald A. Smith, 
M.D., and Richard E. Symmonds, M.D., in the Pro- 
ceedings of the Staff Meetings of the Mayo Clinic, 
June 24, 1959. Three cases are presented to illustrate 
problems encountered when therapy with the new 
compounds is unsuccessful or perhaps ill-advised. 
The synthetic progestins involved were norethynodrel 
with added ethynylestradiol (enovid) and norethin- 
drone (norlutin). 

When the synthetic progestins are administered 
in prolonged, uninterrupted courses, the result may 
be an extreme degree of stromal hyperplasia that ex- 
perienced pathologists find difficult to differentiate 
from stromal sarcoma of the endometrium. Other re- 
sults of this type of therapy include extensive myo- 
metrial vascular congestion and red degeneration of 
uterine myomas. Although the proved beneficial ef- 
fects of norethynodrel with ethynylestradiol and 
norethindrone should not be jeopardized by these 
untoward findings, it is suggested that the medica- 
tions be administered cyclically according to estab- 
lished physiologic principles to women complaining 
of dysfunctional uterine bleeding. The treatment of 
menopausal and postmenopausal vaginal bleeding 
should still follow more traditional forms of therapy. 


Urea—new use of 
an old agent 


> Safe and effective reduction of intracranial and 
intraocular pressure can be achieved by the familiar 
diuretic agent, according to a report by Manucher 
Javid, M.D., in The Surgical Clinics of North Ameri- 
ca, August 1958. In the author’s opinion, urea is far 
superior in every respect to all other agents common- 
ly used for reducing such pressure. 

In the study reported, urea was administered to 
300 patients with various types of intracranial, intra- 
ocular, and spinal cord lesions. The majority of the 
patients received a 30 per cent solution intravenous- 
ly, with an average dose of 1 gram of urea per kilo- 
gram of body weight. Ten per cent invert sugar was 
found to be the best vehicle for dissolving urea 
crystals. Detailed. instructions for the use of urea 
are included in the article. The effects of varied 
doses were compared in patients with normal and 
markedly elevated cerebrospinal fluid pressures. 
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Shrinkage of brain and reduction of intraorbital vol- 
ume were observed at the time of operation. Urea 
nitrogen levels were determined in blood, cerebro- 
spinal fluid, and urine. 

In every instance there was a drop in cerebro- 
spinal fluid pressure that corresponded to the urea 
dosage. Although it would seem that the diuretic 
effect should be the important factor, two observa- 
tions showed that diuresis was not essential, espe- 
cially in the early phase: reduction in brain volume 
after intravenous injection of urea at the time of 
operation, before there was any urinary output, and 
a drop in cerebrospinal fluid pressure after adminis- 
tration of urea by gastric tube, before there was any 
diuresis. Apparently urea acts primarily on the basis 
of osmotic pressure differential between blood and 
cerebrospinal fluid; the exact mechanism, however, 
requires further investigation. 

Preoperatively, urea is effective in controlling cere- 
bral edema in patients with critically elevated intra- 
cranial pressure, and in general producing optimum 
conditions for diagnostic or surgical procedures. 
During intracranial operations, when urea is used 
there is no need for cerebrospinal fluid drainage by 
the lumbar route, and operative procedures are 
greatly facilitated. Postoperatively, urea is of the 
utmost value in secondary edema of the brain and 
should be used on the second or third postoperative 
day. The agent has been lifesaving in many neuro- 
surgical cases, and also has proved useful in the 
medical management of problems of increased intra- 
cranial pressures. 


Myelofibrosis 


> The general and radiologic findings in 25 proved 
cases of myelofibrosis were the basis for this report 
by Ted F. Leigh, M.D., Charles C. Corley, Jr., M.D., 
Charles M. Huguley, Jr., M.D., and James V. Rogers, 
Jr., M.D., in The American Journal of Roentgenol- 
ogy, Radium Therapy, and Nuclear Medicine, Au- 
gust 1959. The authors’ purpose is to emphasize the 
frequency and types of bone changes that may be 
encountered roentgenographically in this disease. In 
their opinion the pattern of osteosclerosis seen in 
myelofibrosis is characteristic of this condition. 
Myelofibrosis is an unusual disease characterized 
by fibrotic or sclerotic bone marrow and extramedul- 
lary hematopoiesis. The cause in most instances is 
not known. The essential pathologic finding is fibro- 
sis of the bone marrow, and characteristically there 
is megakaryocytic hyperplasia. Myeloid metaplasia 
is most striking in the spleen. In general, splenecto- 
my is considered hazardous in this disease; however, 
there is evidence that the risk is decreasing. Adreno- 
cortical steroids may benefit patients showing a sig- 
nificant degree of hemolysis. The use of myleran or 
irradiation of the spleen may sometimes be helpful; 
these agents should be used cautiously, however. 
The authors’ analysis of the 25 cases support the 
following generalizations: Roentgen findings in mye- 
lofibrosis reveal splenomegaly in practically all cases, 
hepatomegaly in about two fifths, and osteosclerosis 
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in about half. The osteosclerosis is diffuse rather 
than localized; the involved bones are not expanded 
and there is no change in their external contour. The 
principal changes involve the spongiosa, so the bones 
in which the changes are most apparent are the ribs, 
pelvis, vertebrae, clavicles, and scapulae. In many 
cases there is only a diffuse increased density of the 
bones with increased prominence of the trabeculae. 
In advanced cases there are often discrete sclerotic 
foci. Although many diseases produce osteosclerosis, 
few closely simulate the sclerosis of myelofibrosis. 
Other osteosclerotic diseases may not show marked 
splenomegaly; when splenomegaly is present, as in 
Hodgkin’s disease, the osteosclerosis is usually lo- 
calized; in chronic hemolytic anemias and in osteo- 
petrosis, the pattern of bone changes is usually quite 
different. It has been the authors’ experience that 
when splenomegaly and osteosclerosis are present, 
the diagnosis of myelofibrosis can be suspected from 
the routine chest examination. The splenomegaly is 
suggested by the elevation of the left diaphragmatic 
leaf, which should alert one to study the bones care- 
fully for osteosclerotic changes, particularly the ribs 
and vertebrae. 


The risk of hepatitis 
from whole blood and stored plasma 


> A study to provide evidence as to the safety and 
effectiveness of room temperature storage of plasma 
is reported by Paul I. Hoxworth, M.D., Walter E. 
Haesler, Jr., B.Sc., and Harry Smith, Jr., Ph.D., in 
the July 1959 issue of Surgery, Gynecology and Ob- 
stetrics. Among 3,349 followed-up recipients of 7,315 
units of whole blood there were 19 cases of serum 
hepatitis. Thus, in the Cincinnati area minimal inci- 
dence of infectivity of whole blood from screened 
donors is 0.259 per cent or 1 in 380. In 674 followed- 
up patients exposed to plasma of 5,352 donors and 
2,163 units of whole blood there were 6 cases of 
hepatitis. On the basis of the survey of recipients of 
whole blood this number could be expected from the 
whole blood exposure alone, since 0,277 per cent 
would be the incidence of infectivity if whole blood 
were responsible. Pooled plasma obtained from 4,961 
donors and stored for 6 months at room tempera- 
tures averaging 80.6 F. (27 C.) failed to cause hepa- 
titis in 317 followed-up recipients. If the experience 
had been the same as that with whole blood there 
would have been 39 cases of hepatitis among the 317 
followed-up recipients of plasma only. 

Although no one should process plasma without 
rigid aseptic precautions and trained personnel, such 
processing is not impracticable in small or average 
blood banks. Isolated reports of disasters caused by 
bacterial contamination should encourage more care- 
ful attention to. aseptic precautions with simple 
equipment rather than discourage this by imposing 
ultraviolet irradiation or bacterial filtration as safe- 
guards or substitutes. If blood banks of all sizes 
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would salvage plasma from outdated blood and from 
fresher blood used for cell suspensions the potential 
of each bank would be increased and valuable nat- 
ural resources would be conserved. 


Stretching of the sciatic nerve 


> Stretching of the sciatic nerve as a means of re- 
lieving pain following removal of ruptured lumbar 
intervertebral disks is described by John E. Adams, 
M.D., and Verne T. Inman, M.D., in the July 1959 
issue of California Medicine. Such stretching for the 
relief of “sciatica” was often employed before 1900, 
but was later abandoned, probably because it was 
done without sufficient scrutiny of the indications. 
When pain is caused by the formation of adhesions 
about the nerve root either intradurally or extra- 
durally, stretching of the sciatic brings relief, but if 
the root is compressed by recurrent disk protrusion 
or by adjacent bone, pain is increased, which is a 
helpful diagnostic sign. Sciatic stretching can be 
done periodically. One of the authors’ patients has 
been kept comfortable and at work by manipulations 
at yearly intervals after three operative procedures 
with lysis of adhesions failed to give relief. With the 
patient in supine position, analgesia is produced by 
preliminary inhalation of nitrous oxide. The patient 
is then put to sleep and muscular relaxation is ob- 
tained by intravenous injection of Pentothal sodium 
and a skeletal muscular relaxant. An assistant then 
immobilizes the pelvis, and the affected extremity is 
then forcibly extended to or slightly beyond 90 de- 
grees with simultaneous dorsiflexion of the foot. 


The umbilical cord: simplified ligation 
using new instrument, latex bands, 
and open-air aftercare 


> Ligation of the umbilical cord with latex bands, 
followed by a “hands-off” policy in aftercare of the 
cord stump is described by Wayne F. Baden, M.D., 
George Gran, M.D., and Gene E. Bennack, M.D., in 
the July 1959 issue of the American Journal of Ob- 
stetrics and Gynecology. The bands are cut in 3 
mm. lengths from discarded latex tubing found on 
intravenous tubing sets. The instruments required 
are two curved Rochester clamps, scissors, and a 
special band applicator, although a simple blunt 
ligature carrier may be used instead of the applica- 
tor. The band is placed just adjacent to, but not on, 
the skin. In about 300 cases, there was no failure in 
applying the band or obtaining hemostasis. In the 
last 150 cases, after the open-air and hands-off policy 
was established there was virtually no infection. In 
24 to 48 hours after ligation the small cord stump is 
shrunken to a tiny, dry button of tissue, commonly 
retracted below the level of the abdominal wall. This 
tendency to retraction may lessen the incidence of 
umbilical herniation. 


BOOK REVIEWS 


» Books for review which were received during the period 
from September 5 to October 5 are listed on advertising 
pages A-228 to A-232. Reviews of these books will be pub- 
lished as space permits. 


> CIBA FOUNDATION SYMPOSIUM ON THE NEURO- 
LOGICAL BASIS OF BEHAVIOUR. In commemoration of 
Sir Charles Sherrington, O.M., G.B.E., F.R.S., 1857-1952. 
Editors for the Ciba Foundation, G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch., and Cecilia M. O’Connor, B.Sc. 
Cloth. Pp. 400, with illustrations. Price $9.00. Little, Brown 
& Company, 34 Beacon Street, Boston 6, 1958. 


This is one of the Ciba Foundation Symposia, and 
it is dedicated to the memory of Sir Charles Sherring- 
ton. The meeting was held in London on July 2-4, 
1957. The Chairman, G. W. Harris, in his opening 
remarks, states, 


From the utilitarian point of view, it may be pointed out that 
the future of psychiatry seems likely to be closely linked with 
the development of this new field of science which attempts 
to place psychology on a basis of neurophysiology. The con- 
nexion between the work discussed at this symposium and 
practical psychiatry will probably seem remote. It is likely, 
however, that the slow, painful and painstaking accumulation 
of data in the field of our interest will one day form the basis 
of an understanding of normal and abnormal behaviour and 
afford a sound footing for the treatment of psychoses. 


Some of the topics presented are as follows: Early 
development of ideas relating the mind with the 
brain, the behaviour of nerve cells, the behaviour of 
chronically decerebrate cats, an appraisal of the ef- 
fects of diencephalic stimulation of conscious animals 
in terms of normal behaviour, the effects upon be- 
haviour of lesions in the dorsomedial and anterior 
thalamic nuclei of cat and monkey, correlated effects 
in behaviour and electrical brain activity evoked by 
stimulation of the reticular system, thalamus and 
rhinencephalon in the conscious animal, selective ef- 
fects of drives and drugs on “reward” systems of the 
brain, the role of the temporal cortex in recall of past 
experience and interpretation of the present, “the 
temporal lobe syndrome” produced by bilateral alba- 
tions, some basic mechanisms of the translation of 
bodily needs into behaviour, neurologic basis of re- 
sponses to stress, the rhinencephalon and behaviour, 
neurologic site of action of stilboestrol in eliciting 
sexual behaviour, some aspects of the neurophysi- 
ologic basis of conditioned reflexes and behaviour, 
patterns of cortical neuronal discharge during condi- 
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tioned responses in monkeys, the electrical activity 
of cortical neurones in relation to behaviour, as 
studied with microelectrodes in unrestrained cats, 
drug effects in relation to receptor specificity within 
the brain, brain enzymes and adaptive behaviour, 
and the relevance of some neurophysiologic data to 
behaviour disorders. 

From these topics it is easily seen that the papers 
presented represent the latest knowledge available 
today in this subject. Each paper has appended the 
discussion it evoked from those present. Lord Adrian 
commented in a general discussion on the sympo- 


' sium, “It did strike me that one of the things that 


may come rather more directly out of this meeting 
is a clearer idea of the changes which take place in 
the brain when one’s attention is aroused, when one 
becomes alerted, when one takes an interest: when 
the cat is made to concentrate on a task by reward 
or punishment.” Dr. Kluver in his remarks, stated, 
“It is of interest that so many of us who are con- 
cerned with the interrelations of neural and be- 
havioural mechanisms become finally overwhelmed 
by the riddles of normal and abnormal personality 
and are willing to leave the problems connected with 
mice, rats, chameleons and short-tailed shrews. Pav- 
lov, Bechterew and von Manakow who made such 
outstanding contributions to the neurology of be- 
haviour spent the last years of their lives in an at- 
tempt to arrive at a deeper understanding of the neu- 
roses and psychoses. It seems that even Sherrington 
travelled, or was about to travel, the same road.” 

The volume is an unusually fine presentation of a 
complete survey of the subject matter with an almost 
living contact with the men who are the authorities. 
Physicians generally should be acquainted with the 
work because the doctors work repeatedly with be- 
haviour in their daily rounds. 


Tuomas J. Meyers, Ph.D., D.O. 


® X-RAY AND RADIUM IN DERMATOLOGY. By Ber- 
nard A. Wansker, M.D., Diplomate, American Board of Der- 
matology, Charlotte, North Carolina; Formerly, Instructor in 
Dermatology, Duke University School of Medicine, Durham, 
North Carolina. Cloth. Pp. 114, with illustrations. Price 
$5.00. Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1959. 


One of the American Lecture Series in Dermatology, 
this relatively small book consists of 114 pages of 
unique design and intention. The basic material was 
originally a compendium of notes made by the au- 
thor in preparation for his certifying examinations. 
It has been revised and expanded to include such 
modalities as cathode rays and radioisotopes. The 
book is such that a preliminary reading early in 
training would be enlightening to a dermatologic 
trainee as to what is important for him to expand 
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upon. The material is all too brief in itself and for 
comprehension of the field would have to be aug- 
mented from other sources. 

The student would profit by using this material as 
a review before his certifying examinations. The der- 
matologist would find it of value for comparison 
with his own standards of treatment, to refresh his 
memory on electrical circuits or on modalities he 
may not use routinely or has used and abandoned, 
such as Thorium X. 

It is recommended that the book be available in 
libraries of hospitals for x-ray and dermatologic resi- 
dents and preceptees in dermatology. 

A. P. Uxsricn, D.O. 


®» SURVEY OF CLINICAL PEDIATRICS. By Lawrence 
B. Slobody, M.D., Professor of Pediatrics, New York Medical 
College; Director of Pediatrics, Flower and Fifth Avenue 
Hospitals, Metropolitan Hospital; Medical Director, Chil- 
dren’s Center, New York City. Ed. 3. Cloth. Pp. 556, with 
illustrations. Price $11.00. McGraw-Hill Book Company, 
Inc., 330 West 42nd Street, New York 36, 1959. 


This book is not intended to be a complete text on 
clinical pediatrics, but is rather designed to help the 
student and general practitioner focus attention on 
highlights and relationships within the field. A modi- 
fied outline form characterizes the text; this is de- 
signed to facilitate bedside reference or use in the 
conference period. Little attempt has been made at 
integration of pediatrics with such basic sciences as 
physiology, pathology, psychology, and biochemistry, 
but the author cautions that these subjects should 
not be forgotten at any time. 

This revision of a well accepted handbook in- 
cludes information on new antibiotics and steroids 
and the use of psychotherapeutic agents, and brings 
up to date the material on nutritional requirements, 
immunization schedules, abnormal hemoglobins, and 
psychosocial development. The approach to congeni- 
tal heart disease has been changed, and newly rec- 
ognized clinical entities such as the ECHO and 
adenovirus diseases have also been discussed. 


» TRAUMA. By Harrison L. McLaughlin, M.D., Professor 
of Clinical Orthopedic Surgery, College of Physicians and 
Surgeons, Columbia University. Cloth. Pp. 784, with illustra- 
tions. Price $18.00. W. B. Saunders Company, Publishers, 
West Washington Square, Philadelphia 5, 1959. 


Any attempt to compress a subject this massive 
within the pages of a single book must inevitably 
compare with a 15-minute tour of the Grand Can- 
yon. However, a great deal of specific information 
can be obtained in this fashion as well as a fine gen- 
eral impression. The author has enlisted the help of 
his colleagues and former colleagues at the College 
of Physicians and Surgeons of Columbia University, 
to discuss individual phases of this complete subject. 
The first half of the book is a general consideration 
of local, regional, and systemic responses to injuries, 
an enunciation of established principles in the treat- 
ment of trauma, and discussions of the problems of 
thermal and vascular trauma and of infection. The 
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later chapters in the book deal with specific in- 
stances of injury and are dealt with from the stand- 
point of correlation between previously outlined 
principles and widely accepted clinical management. 

The latter half of the book, which by far consti- 
tutes the major portion of the text, is arranged ac- 
cording to the various regions of the body and the 
effect that trauma has upon each. These are further 
subdivided according to specific members. For ex- 
ample, the section on head and special senses has 
separate chapters on the injury of the skull and 
brain; the auditory apparatus, nose and paranasal 
sinuses, larynx and trachea; on maxillofacial injuries, 
fractures of the mandible, and fractures of the facial 
bone; and on injuries to the eye. 

In spite of the tremendous breadth of the subject 
the authors have done a creditable job in making 
their work practical for the clinician. This is further 
aided by the inclusion of an excellent index which 
makes easy reference possible. 


>» BIOSYNTHESIS OF TERPENES AND STEROLS. Ciba 
Foundation Symposium. Edited by G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch.; and Maeve O’Connor, B.A. Cloth. 
Pp. 311, with illustrations. $8.75. Little, Brown & Company, 
34 Beacon Street, Boston 6, 1959. 


The publication of this new volume of Ciba Foun- 
dation Symposia is herewith noted, for the benefit of 
the somewhat specialized audience that will find its 
contents relevant to their daily work. As is cus- 
tomary with these publications, papers and discus- 
sions are presented from a wide variety of view- 
points by experts with a wide variety of backgrounds. 
Like other publications in this series, this book fur- 
nishes a record of viewpoints on a given subject at 
a given time; from this standpoint it is most valuable. 


>» EYE, EAR, NOSE, AND THROAT MANUAL FOR 
NURSES. By Roy H. Parkinson, M.D., F.A.C.S.; Formerly 
Head Oculist and Aurist to St. Joseph’s Hospital, San Fran- 
cisco, California. Ed. 8. Cloth. Pp. 237, with illustrations. 
Price $3.85. The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1959. 


Now in its eighth edition, this text is a practical 
and graphic guide for the classroom training of 
nurses in the special care of the ear, eye, nose, and 
throat. Many hospitals, according to the author, al- 
low student nurses only four periods of 1 hour each 
in which to complete the study of these areas. There- 
fore, the book was written “primarily to supply only 
fundamentals, so that student nurses and their in- 
structors may accomplish the most in the shortest 
time.” Technical terms are avoided whenever pos- 
sible, and where used are always explained. There 
is a liberal use of pictures, each labeled to facilitate 
quick recognition. Since equipment and methods 
vary from clinic to clinic, no attempt to outline those 
found in a “typical” clinic has been made. The book, 
in this regard, has been kept general throughout. 
Part 1 deals with the anatomy, physiology, and 
diseases of the ear, eye, nose, and throat. The second 
part is devoted to operating room technic, including 


definitions of operations pertaining to the specialty 
as well as a list of instruments used and illustrations 
of them. Part 3 discusses public health nursing. 
There ‘are quizzes at the end of each chapter, de- 
signed to review the subject matter at hand. 


®» ORTHOPAEDIC SURGERY. By Sir Walter Mercer, 
M.B., Ch.B. (Edin.), M.Ch.Orth. (Liv.) (Hon.), F.R.C.S. 
(Edin.), F.A.C.S. (Hon.), F.R.C.S. (Eng.) (Hon.), 
F.C.S.So.Af. (Hon.), F.R.C.S.I. (Hon.), F.R.S. (Edin.), 
Professor Emeritus, Orthopedic Surgery, University of Edin- 
burgh; Chairman, Editorial Board, Journal of Bone and Joint 
Surgery; Chairman, Editorial Board, Journal of the Royal 
College of Surgeons, Edinburgh; Chairman, Standing Advi- 
sory Committee on Artificial Limbs, Ministry of Health; 
Honorary Fellow, Royal Medical Society, Edinburgh; Cor- 
responding Member of American Orthopedic Society; Hon- 
orary Member of Alberta Orthopedic Society; Member, 
International Orthopedic Society; Fellow, Association of Sur- 
geons of Great Britain and Ireland; Member, International 
Society of Surgery; Fellow Emeritus, British Orthopedic 
Association; Fellow, Société International d’Orthopedie et de 
Traumatologie. Ed. 5. Cloth. Pp. 1075, with illustrations. 
Price $12.00. The Williams & Wilkins Company, Mount 
Royal & Guilford Avenues, Baltimore 2, 1959. 


This fifth edition of a standard British text in ortho- 
pedic surgery encompasses such revisions as are de- 
manded by recent advances in the field. Notable 
among these are rewritten sections on congenital 
dislocation of the hip and other congenital affecta- 
tions, scoliosis, the paralyses, malignant disease and 
other tumors of the bone, and general affectations of 
the skeleton. 

The author notes that in order to keep his book 
valuable to younger surgeons he has had to perform 
an operation he calls “a great amount of debunk- 
ing.” This excision of cherished extraneities may be 
painful to the author, but it certainly contributes to 
succinctness—a rare thing in these days when writers 
too often must apologize for not having time to be 
brief. 


> ORTHOPAEDICS. Principles and Their Application. By 
Samuel L. Turek, M.D., Attending Orthopaedic Surgeon, 
Weiss Memorial Hospital; Associate Attending Orthopaedic 
Surgeon, Mount Sinai Hospital; Alternate Attending Surgeon, 
Department of Fractures and Traumatic Surgery, Cook 
County Hospital; Instructor, Department of Orthopaedic Sur- 
gery, Northwestern University Medical School. Cloth. Pp. 
906, with illustrations. Price $22.50. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 1959. 


The ambitious task of correlating the specialty field 
of orthopedic surgery with all related basic sciences 
and specialties has been undertaken by the author 
of this book. It is considered the first text of its kind 
to be published since 1929; and the changes which 
have occurred in the field in the last 30 years have 
made it to stand virtually alone. 

The book evolved when Doctor Turek found in 
his early days of orthopedic practice that he needed 
ready access to accurate and up-to-date material; so 
he prepared and maintained his own classified files. 
He gave special attention to the subjects of bone 
development, pathology, and histology, since he 
found that most pathologists knew all too little about 
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skeletal disorders. Information has been gradually 
increased and disseminated among both pathologists 
and orthopedists since those earlier days, but until 
this publication there still has been no text that 
would collect and classify present kuowledge. 

Such subjects as embryology and physiology are 
covered quite thoroughly. There is a section on gen- 
eral orthopedic conditions, another on regional or- 
thopedic conditions, and yet another on such special 
subjects as amputations and the use of radioactive 
isotopes in orthopedics. A number of colored photo- 
micrographs have been included, as have reprints of 
some of the fine drawings of Dr. F. Netter. There 
are also a number of line drawings and photo- 
graphs in black and white. 


® HYPERTENSION. The First Hahnemann Symposium 
on Hypertensive Disease. Edited by John H. Moyer, M.D., 
Professor and Chairman of The Department of Medicine, 
Hahnemann Medical College and Hospital. Cloth. Pp. 790, 
with illustrations. Price $14.00. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1959. 


The edited proceedings of a symposium on hyper- 
tension which was held at Hahnemann Medical Col- 
lege and Hospital in December 1958 constitute the 
text of this book. It would be impossible to detail 
all of the subjects considered, but the general classi- 
fications of discussion were as follows: pathology 
and clinical aspects; basic concepts of etiology; 
pharmacology of hypertension and use of sympa- 
thetic blocking agents; role of salt and diuretics in 
therapy; special problems in therapy; surgical ap- 
proach to essential hypertension; effect of therapy 
on prognosis in patients with hypertension; and a 
summary which includes recommendations for drug 
therapy of hypertension. 

The editor comments that information is presented 
in the symposium which indicates that vascular 
changes and consequently clinical symptomatology 
are probably the direct result of blood pressure 
elevation, and that the hypertensive phenomenon 
should be treated in this light. 

The book should be of sufficient general interest 
to warrant examination by almost any physician who 
sees patients with this condition. However, he will 
wish to have some leisure for its perusal, because it 
is not arranged to be a quick reference; symposia 
rarely are. 


> TEXTBOOK OF PEDIATRICS. Edited by Waldo E. 
Nelson, M.D., D.Sc., Professor of Pediatrics, Temple Univer- 
sity School of Medicine; Medical Director of St. Christopher's 
Hospital for Children. Ed. 7. Cloth. Pp. 1462, with illustra- 
tions. Price $16.50. W. B. Saunders Company, Publishers, 
West Washington Square, Philadelphia 5, 1959. 


Edition seven of this standard text has been short- 
ened and tightened from its immediate predecessor, 
according to the editor. Alterations made in this edi- 
tion, other than a word-by-word: revision, are de- 
scribed as follows: 


It is not possible to enumerate the extent of change in the 
various divisions. In certain ones, including Clinical Ap- 
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praisal of Infants and Children, Parenteral Fluid Therapy, 
Drug Therapy, Anesthesia, Prenatal Factors in Diseases of 
Children, The Newborn Infant, Tuberculosis, Rickettsial Dis- 
eases, Mycotic Infections, The Respiratory Tract, The Nervous 
System, Convulsive Disorders, Cerebral Palsy and Orthopedic 
Pediatrics, there are completely new chapters by new con- 
tributors or new hands working with the authors of the pre- 
ceding edition. In addition, there are several new sections, 
including Tropical Eosinophilia, Kala-azar, Cirrhosis of the 
Liver in Indian Children, Pulmonary Ventilation in Health 
and Disease, Mesenchymal Diseases, Behavior Problems As- 
sociated with Organic Brain Damage, and The Physician and 
the Child with a Handicap. 


> CLINICAL ORTHOPAEDICS. Number 13. The Hand, 
Part I. Edited by Anthony F. DePalma. Cloth. Pp. 393, with 
illustrations. Price $7.50; by subscription, $6.00. J. B. Lip- 
pincott Company, East Washington Square, Philadelphia 5, 
1959. 


This particular monograph deals with the hand from 
the points of view of anatomy, disease or injury, and 
treatment and rehabilitation. As usual, there is also 
a group of articles relating to general orthopedics, 
designed to bring physicians up-to-date in this par- 
ticular field. 


®» LABORATORY INSTRUCTIONS IN BIOCHEMISTRY. 
By Israel S. Kleiner, Ph.D., Professor of Biochemistry and Di- 
rector of the Department, New York Medical College, Flower 
and Fifth Avenue Hospitals; and Louis B. Dotti, Ph.D., 
Chemist, St. Luke’s Hospital; Lecturer and formerly Assistant 
Professor of Biochemistry and Physiology, New York Medical 
College, Flower and Fifth Avenue Hospitals. Ed. 5. Paper. 
Pp. 289, with illustrations. Price $3.50. The C. V. Mosby 
Company, 3207 Washington Boulevard, St. Louis 3, 1958. 


A fifth revision of this standard laboratory manual in 
biochemistry has been issued. Those involved in 
choosing textbooks for this course will be pleased to 
note the author’s statement concerning the newest 
revision: 


Among the new experiments added in the fifth edition are 
Lasker and Enkelwitz’s test for ketoses, the enzyme test for 
glucose, and the test for dehydrogenase in milk. Sumner’s 
quantitative method for glucose has been included in the 
chapter on Quantitative Urine Analysis. The directions for 
several quantitative methods have been improved or simpli- 
fied. These include the directions for urea, phosphatase, and 
cholesterol in blood. Nearly all the quantitative procedures 
have now been adapted to the photoelectric colorimeter. How- 
ever, the directions and calculations for the visual colorimeter 
have not been omitted because many student and hospital 
laboratories have not yet been completely equipped with 
photoelectric colorimeters. 


» CLINICAL OBSTETRICS AND GYNECOLOGY. Vol- 
ume 1, Number 3. Symposium On Abnormal Uterine Bleed- 
ing. Edited by John I. Brewer, M.D. Symposium On Special 
Diagnostic Aids. Edited by C. Paul Hodgkinson, M.D. Cloth. 
Pp. 852, with illustrations. Paul B. Hoeber, (Medical Book 
Department of Harper & Brothers), 49 East 33rd Street, New 
York 16, 1958. 


When a book forms part of a widely accepted se- 
ries, the most important service a reviewer can give 
is to detail the contents of the particular volume 
newly released. This one encompasses symposia on 
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two subjects: Special Diagnostic Aids, and Abnormal 
Uterine Bleeding. The second and shorter section is 
a more or less classical treatment of the subject at 
hand, including discussions on causes, methods of 
diagnosis, pediatric aspects, menopausal and _post- 
menopausal aspects, and psychosomatic and func- 
tional aspects of uterine bleeding. The discussions 
are mainly geared to bring the practitioner up to 
date in these fields rather than to introduce any 
startlingly new information. 

The first section is treated in a slightly different 
manner, because of the many diagnostic aids that 
could have been included. The editor of this section 
chose only the newer tests of proved value. These 
include exfoliative cytology, peritoneal washings, 
culdocentesis, culdoscopy, the gynogram, hystero- 
salpingography, roentgen evaluation of pelvic dysto- 
cia, placentography, the metallic bead chain technic 
for urethrocystograms, the evaluation of urinary 
incontinence by cystometry, determination of sex by 
sex chromosomes, the crystallization-cellularity phe- 
nomenon of cervical mucus, value of the Papanico- 
laou smear and biopsy as diagnostic aids in preg- 
nancy, diagnosis of Rh and ABO incompatibility, 
diagnosis of hypofibrinogenemia, and the latest in 
methods for diagnosing toxemia of pregnancy. Each 
paper in the book is, of course, individually authored 
and represents the viewpoint of the expert who un- 
dertook to produce it. 


> VASCULAR SURGERY. By Geza de Takats, M.D., M.S., 
F.A.C.S.; Clinical Professor of Surgery, University of Illinois 
College of Medicine; Attending Surgeon, Presbyterian-St. 
Luke’s Medical Center and Research and Educational Hospi- 
tals, Chicago, Illinois. Cloth. Pp. 726, with illustrations. 
Price $17.50. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1959. 


To the old lament that most medical monographs 
are out of date before they appear in print, this au- 
thor has a new answer. He points out that in fields 
where technical advances are most rapid and fre- 
quent there is the greatest need for a statement of 
fundamental principles. In his words, “There must 
remain a home base; a foundation of basic facts 
which do not change even though their interpreta- 
tion may have modified from time to time.” 

Another possible result of the rapid advance in this 
specialty is that, because of dramatic impact of car- 
diothoracic surgery, the more experienced vascular 
surgeons may be tempted to devote their major ener- 
gies to such subjects and devices as pump-oxygena- 
tors, cardiac bypasses, and septal defects; so that 
many vascular problems which are still far from be- 
ing solved will be relegated to the junior resident. It 
is possible that a book of this type will provide both 
a current record and future impetus for study of the 
more basic areas of vascular surgery, as well as the 
newer, more dramatic phases of this specialty. 

The surgical philosophy of the author is somewhat 
indicated in the following statement: 


Boldness and manual dexterity in the human cannot be sub- 
stituted for sound judgment, and sound judgment can only 


be acquired by knowing the uatural course of the disease. 
The natural course of the disease does not manifest itself in 
the operating room or the laboratory and demands full atten- 
tion from those who are caring for the total patient and not 
just part of him. 

The author indicates the continuing need for sound 
surgical skill but points out that the limitations of 
certain procedures are becoming better delineated 
with the increasing maturity of the specialty. He 
says, for example, that the statement to the patient, 
“Let us try it; we can always amputate later,” will 
become increasingly rare. Precise indications and 
proper timing are becoming better and better un- 
derstood. 

Besides surgical technic, this book deals with fun- 
damental principles which affect vascular surgery, 
methods of diagnosis, and a rather extensive resume 
of vascular syndromes which require surgical treat- 
ment. The book reflects the greatest care in its 
preparation, and should quickly assume a major po- 
sition in the written armamentarium of the vascular 


surgeon. 


> THE MEDICAL SECRETARY. In a Medical, Hospital, 
or Dental Office. By Kenneth B. Coffin, Professor of Business, 
Head of the Department of Secretarial Administration, San 
Jose State College, California; and R. Forrest Colwell, Col- 
well Publishing Company, Champaign, Illinois. Cloth. Pp. 
391, with illustrations. $5.95. The Macmillan Company, 60 
Fifth Avenue, New York 11, 1959. 


When one sees a book entitled The Medical Secre- 
tary one immediately thinks of the broad range of 
subjects that it must necessarily encompass. There 
are secretarial opportunities within the private prac- 
tice of the physician, in a hospital, in the office of the 
dentist, and specialized situations in which a doctor 
is serving some other function than caring for pa- 
tients. 

There are no doubt books in at least some of these 
fields which are more comprehensive than this little 
manual; however, we have seen none more practical. 
The authors assume nothing about the user’s prior 
training. They address their work to the student 
who is in training for a position in a medical office, to 
the secretary who wishes to become a medical secre- 
tary, and to the medical assistant whose duties must 
include secretarial work. Information on the techni- 
cal vocabulary commonly used in the medical office 
and brief descriptions of common diagnostic proce- 
dures are particularly helpful to those with only 
business office experience. On the other hand, pro- 
cedures of a business office are described for those 
whose experience has been exclusively paramedical. 
There are helpful hints on many phases of the work, 
such as the duties of a receptionist, of a medical 
assistant, of a medical record librarian, and of a 
bookkeeper. There are appendices dealing with the 
principles of medical ethics, surgical histories, and 
manuscript preparation, and glossaries of such things 
as common symptoms and diseases, common labora- 
tory tests and examinations, surgical instruments, 
medical terms and their lay equivalents, and medical 
abbreviations. 

The busy doctor will no doubt find that his task 
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of training a medical secretary can be greatly light- 
ened by being able to hand her this book. However, 
he will first wish to examine it carefully to make sure 
that such sections as those dealing with setting of 
fees, care of medical supplies, reports and billing 
forms, insurance policies, and bookkeeping systems 
are in accord with his own practice policies. 


> TUMORS OF THE LUNGS AND MEDIASTINUM. By 
B. M. Fried, M.D., F.C.C.P., Associate Attending Physician, 
Montefiore Hospital; Associate Visiting Physician, Morrisania 
City Hospital, New York, New York. Cloth. Pp. 467, with 
illustrations. Price $13.50. Lea & Febiger, Washington 
Square, Philadelphia 6, 1958. 


Bronchiogenic carcinoma is the major concern ot 
this new book, a carefully executed work by a doctor 
who has given this subject his major attention for a 
number of years. He deals with it in an unusually 
complete fashion. The illustrations are of excellent 
quality; the text is arranged for easy reference and 
written for practical usage. Particular attention is 
given to the subject of metastases because of their 
significance in treatment and prognosis of lung 
cancer. 

It may be of interest to note that on the contro- 
versial question of smoking as a cause for cancer of 
the lung the author avoids any dogmatic pronounce- 
ment. His brief chapter on the subject fairly bristles 
with statistics, most of which point out an obvious 
relationship between the two. However, his rather 
sane conclusion is that while there is no doubt that 
lung cancer occurs more frequently in heavy smok- 
ers than in nonsmokers, it may also be true that 
cigarettes play “a nonspecific ‘promoting’ or cocar- 
cinogenic role in lung cancer rather than an initiat- 
ing carcinogenic role.” 

The second section of the book deals with rare 
and supposedly rare tumors, including those of the 
pleura and the mediastinum. In all chapters up-to- 
date bibliographic information is supplied to make 
further study possible. 


®» HEREDITY COUNSELING. A Symposium sponsored by 
the American Eugenics Society and held at the New York 
Academy of Medicine Building. Edited by Helen G. Ham- 
mons, Managing Editor, Eugenics Quarterly. Cloth. Pp. 112. 
Price $4.00. Paul B. Hoeber, 49 East 33rd Street, New York 
16, 1959. 


One seeking a quick reference book will find this 
text unsuited to his purpose. Heredity counseling 
is such an imperfect, undeveloped field, that any 
cocksure reference should, indeed, be surveyed with 
scepticism. What the reader will find is a collection 
of essays by various authors on different phases of 
genetics. None of them is thorough, but all show in- 
sight. Some of the subjects treated include “The 
Need for Parental Counseling in Pediatrics”; “Genet- 
ics and Dentistry”; “Genetics in Public Health Nurs- 
ing”; and “Genetics in Relation to Cardiovascular 
Diseases.” All these are under the section “Genetics 
in Medical Practice.” Part Two is devoted to sub- 
jects on heredity counseling. They include “The 
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Structure of Heredity Counseling Services”; “The 
Meaning of Empiric Risk Figures for Diseases or De- 
fect”; “Procedures for Referral to Heredity Coun- 
selors”; “Types of Problems Presented to Genetic 
Counselors”; “Types of Advice Given by Heredity 
Counselors” (in two parts ); and “Discussions: Hered- 
ity Counseling.” 

The general conclusion is that genetics as a field 
is inconclusive and the counselor must proceed with 
caution. However, eugenics is of growing importance 
in clinical medicine, and as reliable human pedigrees 
are compiled, the knowledge will become corre- 
spondingly more accurate. William J. Schull, Ph.D., 
in the concluding essay, “The Problem of Inadequate 
Counseling,” wryly states, “Man has done fairly well 
for a good many thousands of years in the absence 
of genetic counseling, and I am confident that he 
could forego our pearls of wisdom for another ten or 
twenty years, until we have the personnel that we 
need to do an adequate job.” 


» THE PRESERVATION OF EYESIGHT. Edited by Sir 
Arthur Salusbury MacNalty, K.C.B., M.A., M.D. (Oxon.), 
F.R.C.P. (Lond.), F.R.C.S. (Eng.), D.P.H., Hon.F.R.S. 
(Edin.), Formerly Chief Medical Officer of the Ministry of 
Health and Ministry of Education; Fellow of University Col- 
lege, London. Cloth. Pp. 107, with illustrations. $3.00. John 
Wright & Sons. The Williams & Wilkins Company, Mount 
Royal and Guilford Avenues, Baltimore 2, exclusive U.S. 
agents, 1958. 


People who most need to be cautioned to preserve 
their eyesight will unfortunately be likely to ignore 
this rather drab but dignified book, graced as it is by 
only a diagram or two. Aimed at the layman, it is 
written in language readily attractive to an audience 
seeking to improve its knowledge. The misfortune 
lies in the fact that the uninformed are often those 
who make no effort to be informed. The poster and 
the public health campaign are, or include, the forms 
of advertising that stimulate such people to absorb 
information without effort, through repetition. To 
sit down and read a pictureless, closely printed text 
is another matter. 

That is not to say the book would be without value 
for a more intelligent reader. One thing which should 
be mentioned is that it is a British book; such sub- 
jects as care for the blind are discussed with the as- 
sumption that help is obtainable under their system. 
Most certainly, the book should be on the shelves of 
public libraries and perhaps in the physician’s office, 
where those wishing to read this really informative 
text would have the opportunity to do so. 


® THE PSYCHIATRIC AIDE. A Textbook of Patient Care: 
by Alice M. Robinson, R.N., M.S., Director of Nursing Educa- 
tion, Vermont State Hospital. Ed. 2. Cloth. Pp. 200, with 
illustrations. Price $3.50. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1959. 


The author mentions four categories of psychiatric 
aides: (1) the person who wants a secure position 
that will also “be a contribution to the community,” 
(2) the student who needs the experience or money, 
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(3) the “drifter” who has a touch of laziness or 
sadism (of which she assures us there are very few), 
and (4) the person who wishes to make a “career” of 
being a mental hospital aide. A fifth type of aide 
could have been mentioned—the recovered mental 
patient who chooses to stay on and be of help in a 
place he has grown to know and where he feels se- 
cure. Such persons often have unusual understand- 
ing of the patients and are concerned about others’ 
recoveries. 

This is a good “take-home” book for aides. There 
is also much about mental illness and the care of the 
mentally ill that would be of interest to the patient’s 
relatives, volunteer workers, and student nurses train- 
ing in the field of psychiatry. It is a book that stresses 
the relationships among people. It is concerned with 
the need for consideration of the patient’s feelings as 
an individual who is trying to gain acceptance from 
others, who needs to be loved, who craves respect. 
Any antisocial manifestations are to be treated as 
symptoms of a greater sickness, with objectivity 
rather than distaste. “It is easier,” the author stresses, 
“to criticize than try to understand.” 

While less than ideal circumstances may hinder 
the aide from following through on all the sugges- 
tions in this book, there is enough to be gleaned 
from even a cursory reading to better equip him for 
his work. 


>» GEOGRAPHIC OPHTHALMOLOGY. Asia, Australia, 
and Africa. Edited by William John Holmes, M.D., Attending 
Ophthalmologist, St. Francis Hospital, Territorial Hospital, 
Hale Mohalu and Kalaupapa Settlement; Consulting Oph- 
thalmologic Surgeon, Queen’s Hospital, Tripler Army Hospi- 
tal; Formerly Professor of Ophthalmology, Christian Medical 
College, Vellore, India; Honorary Member, All-India Oph- 
thalmological Society, Australian Ophthalmological ‘Society, 
New Zealand Ophthalmological Society, 38th Parallel Medical 
Society; Member, American Ophthalmological Society, Na- 
tional Committee for Research in Ophthalmology and Blind- 
ness, Ophthalmological Society of the United Kingdom, So- 
ciété Francaise D’Ophthalmologie, The Pan-American Asso- 
ciation of Ophthalmology. Cloth. Pp. 293, with illustrations. 
Price $8.50. Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1959. 


The editor admits this to be an uneven work which 
puts emphasis on some eye diseases endemic to Asia, 
Australia, and Africa, and ignores or barely mentions 
others. The three geographic areas on which the 
book is concentrated are countries whose major pop- 
ulations are subject to some of the more horrible dis- 
eases of man. The types and treatment of leprosy of 
the eye, in particular, are gone into thoroughly. The 
diseases are approached from not only a clinical as- 
pect, but also in regard to climate, physical environ- 
ment, nutrition, biochemistry, ethnics, culture, and 
the societies in which they are found. 

Onchocerciasis, trachoma, conjunctivitis, phlycten- 
ular ophthalmia, corneal ulcers, xerophathalmia, and 
keratomalacia are some of the other diseases dis- 
cussed to varying lengths. There is also a section on 
“Westernizing the Oriental Eye,” which would seem 
a bit frivolous after the serious complications before 
mentioned, but which may have esoteric interest. 
Each section is followed by a bibliography. 


to prevent...to relieve... 
post-op distention and ileus 


Surgical stress appears to increase the body’s pantothenic acid require- 
ments. ILOPAN (d-pantothenyl alcohol, W-T) provides additional pantothenic 
acid to aid restoration of normal peristalsis. Clinical studies and hundreds of 
case histories!2 attest the effectiveness of ILOPAN against postoperative 
retention of flatus and feces — even paralytic ileus — and in reducing the 


need for intestinal intubation, or the period of intubation. 


ILOPAN may be used with a high degree of safety — is 
not contraindicated even under conditions of mechanical bowel 
obstructions, produces no hyper-peristalsis or cramping, no 
side effects — and can be routinely administered by the nurse. 


de Quevedo, N. G., Kehrli, H. J., 


tion 
of Hopan it in rative Abdominal tion,”’ Surg. Obs. 
& Gyn., 290. 1088. 
2. Stone, M. Schlussel, S., Silberman, E., Mersheimer, W. L., ““The 


Prophy tod Treatment of, Postpartum and Postoperative Ileus Tleus with 
Pantothenyl Alcohol,’’ Amer. J. Surgery, 97:191, 1959. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland 
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Supplied in: 
1 ec. AMPULS 
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ATTACKS IN 3 WAYS 


1. Provides rapid and high 
sulfa concentration in the urine. 


2. Provides adequate sulfa 
blood levels in the infected 
tissue not reached by the high 
sulfa concentration in the urine. 


3. Provides fast symptomatic 
relief making the patient more 
comfortable. 


This combination 
SulfamethyIthiadiazole of sulfas 
provides a 2-prong 
attack on the infection 
and results in 
effective low sulfa 
dosage, high 
solubility and safety 


Azodyne (Stuart brand of 
phenylazo-diaminopyridine HCl) 
Azodyne imparts an orange-red 
color to the urine. 
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Underweight Children 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 
thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 

Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 


Gain and Retain Weight 
with Nilevar’ 


after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Brown,S.S.; Libo,H.W., and Nussbaum, A.H.: Norethandrolone 
in the Successful Management of Anorexia and ‘‘Weight Lag’‘ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 
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provides therapeutic sulfa levels for 24 hours... 
Highly soluble in acid and alkaline media... 
rapidly absorbed, producing fast, effective 
plasma-tissue concentrations sustained for the 
entire day. Simple, single 0.5 Gm. daily dose 
minimizes patient dosage confusion. At least 
equivalent to 4 to 6 Gms. daily of previous 
sulfonamides. Does not produce renal 
complications." 


with low incidence of sensitivity reactions... 
KYNEX is extremely low in toxic potential.” * 
Cutaneous or other objective sensitivity 
reactions are rare, as demonstrated in a large 
scale evaluation of clinical toxicity.2 Also minor 
subjective reactions are less likely to develop 
when the recommended dosage is used.” 


Dosage: Adults, 0.5 Gm. (1 tablet) daily following an initial 
first-day dose of 1 Gm. (2 tablets). 


TABLETS, 0.5 Gm., Bottles of 24 and 100. 


also available-—KYNEX Acetyl Pediatric Suspension, cherry- 
flavored, 250 mg. sulfamethoxypyridazine activity per tea- 
spoonful (5 cc.). Bottles of 4 and 16 fi. oz. 


1. Editorial, New England J. Med. 258:48, 1958. 
2. Vinnicombe, J.: Antibiotic Med & Clin. Ther. 5:474, 1958. 


3. Sheth, U. K., et al.: Ibid., p. 604, 1958. 


mproved control 


for i 
WHENEVER SULFAS ARE INDICATED 


Sulfamethoxypyridazine Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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When the emotional component of premenstrual tension becomes 
severe enough to interfere with normal activities and relationships, 
PROZINE is usually advantageous. It is designed for the treatment of 
moderate to severe emotional disturbances, either alone or complicated 


by organic symptoms. 

PROZINE acts on both the thalamic and hypothalamic areas of the brain. 
As a result, PROZINE helps the physician control motor excitability as 
well as apprehension and agitation. This dual effect permits low dos- 
ages, which minimize side-effects and encourage the use of PROZINE in 


everyday practice. 


“This time last month I would have screamed” 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 


Philadelphia 1, Pa. 


y 
> 
Sey) 
*Trademark 


and 
anxiety and 
states 


‘ 


Here what you can 
expect when you prescribe 


case profile no. 2840* 


A 55-year-old man complained of a pain- 
ful, very stiff neck on the left side. There 
was marked muscle spasm that seemed to 
involve primarily the trapezius muscle. He 
had a severe headache, with the pain radi- 
ating down the left side of the neck to the 
shoulder. There were no other findings on 
physical examination and results of rou- 
tine laboratory tests were normal. 
Trancopal was prescribed in a dosage of 
200 mg. q.i.d. The first and second dose of 
Trancopal gave only moderate relief. How- 
ever, after the third dose, there was marked 
relief of the stiffness of the neck, as well 
as the headache and shoulder pain. f 
After the fourth dose, medication was grad- ah 4 i OR 
ually decreased and was discontinued on 
the sixth day. One week later, the patient 
had moderate recurrence of the torticollis, 

and Trancopal was again prescribed in sige a 
doses of 200 mg. q.i.d. The patient obtained i. » 
complete relief in one day and no further 
treatment was required. Ses 


THE FIRST TRUE “TRANQUILAXANT” 


for anxiety an 


case profile no. 3382* 


A 35-year-old woman, a professional 
model, had an acute, severe attack of anxi- 
ety. She was irrational and unable to eat, 
and was very restless. 


Initial medication consisted of aspirin with 
codeine and later meprobamate. Neither 
was effective, and the patient’s condition 
became worse. She had to be hospitalized 
because of the marked anxiety. Trancopal 
was then prescribed in a dosage of 200 mg. 
q.i.d., in addition to bed rest. 


After the second dose of 200 mg. of Tran- 
copal, the patient became calm and ra- 
tional, and was able to eat. The dosage of 
Trancopal was gradually reduced to 100 
mg. q.i.d. on the fourth hospital day, after 
which the patient was discharged and was 
able to return to her normal occupation. 


*Clinical Reports on file at the Department 
of Medical Research, Winthrop Laboratories. 


Turn page for complete listings of Indications and Dosage. 
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THE FIRST TRUE “TRANQUILAXANT” 


potent MUSCLE RELAXANT 
effective TRANQUILIZER 


Indications: 
Musculoskeletal! Psychogenic! 
Neck pain (torticollis, etc.) Anxiety and tension states ne 
Low back pain (lumbago, etc.) Dysmenorrhea 
Bursitis Premenstrual tension 
Rheumatoid arthritis Asthma 
Osteoarthritis Angina pectoris 
Disc syndrome Alcoholism 
Fibrositis 
Ankle sprain, tennis elbow, etc. s 
Myositis 


Postoperative muscle spasm 


Dosage: Adults, 100 or 200 mg. orally three or four times 

daily. Relief of symptoms occurs in fifteen to thirty minutes and 
lasts from four to six hours. The higher dosage is recommended for 
the treatment of patients in the acute stages of painful 
musculospastic conditions, and anxiety and tension states. 
Children (5 to 12 yrs.) , 50 mg. three or four times daily. 


Supply: 
== Trancopal Caplets® 
100 mg. (peach colored, scored) , bottles of 100. 


New Trancopal Caplets 
strength » eo 200 mg. (green colored, scored) , bottles of 100. 


“Chlormethazanone [Trancopa!] not only relieved painful 
muscle spasm, but allowed the patients to resume their normal 
activities with no interference in performance of either 
manual or intellectual tasks.” 

“The effect of this preparation in these cases [skeletal 
muscle spasm] was excellent and prompt...” 

“... Trancopal is a most valuable drug for relieving 
tension, apprehension and various psychogenic states.” 


1. Collective Study, Department of Medical Research, 
Winthrop Laboratories. 

2. Lichtman, A. L. (N.Y. Polyclinic M. Sch. & Hosp.): 
Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 

3. Mullin, W. G., and Epifano, Leonard (Long Island College 
Hosp.): Am. Pract. & Digest Treat. To be published. 

4. Ganz, S. E. (NewYork, N. Y.): J. Indiana M. A. 52:1134, 
July, 1959. 


LABORATORIES 
New York 18, New York 


Trancopal (brand of chlormezanone) and Caplets, trademarks 
reg. U.S. Pat. Off. Printed in U.S.A. 9-59 (1400M) 
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ae jlete information on Terramyein Intramuscuw r solutic IS aval nrougn your 


Nervous 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: Qne or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


meprobamate (Wallace) 


Wa WALLACE LABORATORIES / New Brunswick, N. J. 


cM-3284 


: 
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CTERRAMYCIN 


with glucosamine 


of therapy in minutes ajter aiagnosis C0 rs will provide highly effective antibacterial 
60 mg./2cc.ampule peach flavored, 5 mg./drop (100 mg./cc.), 


woe) CHILDREN 


QUALITY / RESEARCH / INTEGRITY 


LAURYL SULFATE 


(propionyl erythromycin ester lauryl sulfate, Lilly) 


Deliciously flavored + Decisively effective « Exceptionally safe 


FORMULA 
Each 5-cc. teaspoonful provides Ilosone Lauryl Sulfate equiva- 


lent to 125 mg. erythromycin base activity. 


UsuAL DOSAGE 


10 to 25 pounds 5 mg. per pound of ) 

body weight 
25 to 50 pounds 1 teaspoonful every six hours 
Over 50 pounds 2 teaspoonfuls j 


In more severe infections, these dosages may be doubled. 


SUPPLIED in bottles of 60 cc. 


NEW! ILOSONE DROPS 


LAURYL SULFATE 

Formula: Each drop provides llosone Lauryl Sulfate equivalent to 5 mg. 
erythromycin base activity. 

Supplied in bottles of 10 cc. 


ELI LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S.A. 
932732 
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‘Before Esidrix: 
Weight 176 ibs. 


27 pounds lost in 19 days; ascites and 


RECORD OF TREATMENT (At a leading New York City hospital. Photos used with permission of the patient.) 
Date 3/3| 3/5| 3/7| 3/8 | 3/9|3/10|3/11| 8/12] 3/13 |8/14 3/18 [3/19 /20-/3/ 21 |3/ 22 |3/ 23 
178 | 176) 170 | 169 | 167 | 159 | 158) 158 | 157 | 153 | 155 | 155 | 156 | 154 |153 | — | — {151 [149 


Rx M* Esidrix 50 mg. b.i.d. 
* Mercurial diuretic 


(hydrochlorothiazide CIBA) 


pre-eminently effective whenever diuresis is desired 


Indicated in: congestive heart failure .. . nephrosis and nephritis 
.. . toxemia of pregnancy .. . premenstrual edema . . . edema of 
pregnancy . . . steroid-induced edema .. . edema of obesity 


Supplied: Esidrix Tablets, 
25 mg. (pink, scored) 

and 50 mg. (yellow, scored); 
bottles of 100 and 1000. 


; 


After 19 days on Esidrix: 
Weight 149 Ibs. 


pedal edema reduced with Esidrix 


H. K., 44 years old, was admitted 
to the hospital on 3/3/59 with 
complaints of swollen abdomen, 
swelling of both legs and exer- 
tional dyspnea. These symptoms 
had been intensifying over a 
three-week period. The patient’s 
history included heavy drinking 
since the age of 18, and one prior 
admission to the hospital in 1954 
with ascites and pedal edema. 
Diagnosis, at that time, was Laen- 
-nec’s cirrhosis, and the patient 
responded well to a regimen of 
diuretics, salt restriction and mul- 
tivitamins. There was no recur- 
rence up to that leading to his 
current admission. 


2/2714mK 
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Clinical findings worthy of note: 
Eyes — conjunctivae and sclerae 
slightly icteric. Chest—diaphragm 
elevated. Abdomen — girth en- 
larged, definite fluid wave. Liver 
palpated 4 fingerbreadths below 
the costal margin; no other pal- 
pable viscera. Extremities—pedal 


edema (4+). 


The patient is well developed and 
not in acute distress. Blood pres- 
sure, 140/80 mm. Hg; pulse, 
112/min.; respiration, 20/min. 
Impression: Laennec’s cirrhosis — 
decompensated. 


Treatment: Mercurial diuretic on 
3/3 and 3/4, followed by Esidrix, 
50 mg. b.i.d., from 3/5 to 3/23 
when patient signed out of hos- 
pital. Esidrix induced copious 
diuresis resulting in almost com- 
plete disappearance of edema. 
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New long-acting PRELUDIN ENDURETS 
offer you a new method...a more 
convenient method...of administering 
this well-established, reliable 
appetite-suppressant. The new ENDURETS 
form virtually eliminates the vexing 
problem of the forgotten dose because... 
just one PRELUDIN ENDURET taken 
in the morning generally curbs the appetite 
throughout the day. 

PRELUDIN ENDURETS afford greater 
convenience for your patient... 

added assurance to you that medication 
is being taken as prescribed. 


keeping appetite 
in check 
around the clock 


PRELUDIN 


brand of phenmetrazine 


prolonged-action 
tablets 


PRELUDIN® (brand of phenmetrazine hydrochloride) 
ENDURETS."-“- Each ENDURETS prolonged-action tablet 
contains 75 mg. of active principle. 

PRELUDIN is also available as scored, square pink 
tablets of 25 mg. for 2 to 3 times daily administration. 


ENDURETS IS A GEIGY TRADEMARK. 


GEIGY 


ARDSLEY, NEW YORK 


A 


Under license from C. H. Boehringer Sohn, Ingelheim. 
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REFERENCES: 


ao &© 


. Dube, A. C., Van Duyn County Hospital, 


Onondage, N. ¥.: Personal communica- 
ion 


. Ford, R. V., Nickell, J., and Dennis, E. 


W.: Ant. Med. & Clin. Ther. (In press.) 


. Fuchs, M., Hahnemann Medical College, 


Philadelphia: Personal communication. 


. Hudson, R., Meyer Memorial Hospital, 


Buffalo, N. Y.: Personal communication. 


. Meilman, E., Long Island Jewish Hos- 


pital, New Hyde Park, N. Y.: Personal 
communication. 


. Yu, Paul, University of Rochester Medi- 


cal School, Rochester, N. Y.: Personal 
communication. 


Sustained diures 
ith a single 50-mg. tablet of this 
new and and improved oral diuretic 


TABLETS 


sustained-action hydroflumethiazide ‘Bristol’ 


Clinical research findings 


e Effective dose 50 mg. per day.'® 
Prompt sodium excretion, with ‘‘a duration of at least 18 hours.’’? 
@ 30% more natriuresis than parenteral meralluride — 
62% more than oral chlorothiazide.? 
e@ Less potassium and bicarbonate excretion or pH change than with chloro- 
thiazide or hydrochlorothiazide.? 
e ‘No significant serum electrolyte changes.’’? 
e Continued effectiveness with prolonged use.':?-456 
@ Well tolerated.'* 


INDICATIONS: 
SALURON is indicated for the treatment of salt and water retention associated 


with cardiac or renal insufficiency, hepatic cirrhosis, pregnancy, premenstrual 
syndrome, or steroid administration. 

DOSAGE: 

Usual dose one tablet on arising. Some patients respond to as little as 25 mg. 
per day; but doses as high as 200 mg. may be used. Ideally, the dosage should 
be adjusted to the individual patient’s need, so that effective diuresis is pro- 
duced with the minimal dose. 


SUPPLY: 
Scored 50 mg. tablets of sustained-action hydroflumethiazide; bottles of 50. 


Comprehensive information on administration, dosage and precautions on pack- 
age insert, or available on request. 


-» SYRACUSE, NEW YORK 
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Colds and influenza aggravate sinusitis. 
Extension of congestion from the nose to 
the sinuses accounts for numerous cases. 


Iodo-Niacin has been found highly effective for 

liquefying, loosening and expelling mucopurulent accumulation : 

in the deep nasal passages and accessory sinuses. In this way it 1 ; 


promotes drainage and aeration and thus relieves sinus conges- ;;] 
tion and headaches. : 


Iodo-Niacin* tablets contain potassium iodide 135 mg. (2% , 
gr.) and niacinamide hydroiodide 25 mg. (% gr.), slosol coated 
pink. Usual dose, 2 tablets three times a day. May be given in full 
dosage for a year or longer without any iodism or ill effects.' 


For emergency intramuscular or intravenous 
administration. lodo-Niacin ampuls are 


available.’ 


Numerous physicians have written favorable 
reports on the use of Iodo-Niacin in the symp- 
tomatic relief of sinus congestion and 


headaches. 


1 Am. J. Digest. Dis. 22:5, 1955. 


2M. Times 84:741, 1956. 
*U.S. Patent Pending 


§ Cole Chemical Company AOS-1! 
bot | 3721-27 Laclede Ave., St. Louis 8, Mo. 
§ Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 
St. Louis 8, Mo. ZONE.............. 
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Chief among the drawbacks to aspirin usage is 
gastric intolerance. This ranges from mild upset 
and “heartburn” to severe hemorrhagic gas- 
tritis..1° Studies performed in conjunction with 
gastrectomy* § and gastroscopy? have shown 
insoluble aspirin particles firmly adherent to 


the gastric mucosa and imbedded between 
rugae. Reactions varying from mild hyperemia 
to erosive gastritis have been reported to occur 
in the areas immediately surrounding these 
adherent particles.2.45 This is reported to be 
particularly true in patients with peptic ulcer. 


CALURIN is the freely soluble, stable calcium aspirin complex. Its 
high solubility forestalls gastric irritation or damage 


‘Regular aspirin crystals 24 hours 
after being mixed into water. 


Calurin crystals in solution one min- 
ute after being mixed into water. 
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CALURIN 


STABLE SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


Particle-induced ulceration — section through lesion 
found in gastrectomy specimen. An aspirin particle was 
found firmly imbedded in this undermined erosion. Such 
lesions may be associated with the relative insolubility 
of aspirin, which remains in particulate form after 
dispersion in gastric contents. 


— CALURIN 

— ASPIRIN 

= 1OMIN. 20MIN. 30MIN, 40MIN. SOMIN. THR. 


Calurin, being freely soluble, is promptly available for 
absorption into the systemic circulation. Salicylate 
blood levels in 12 subjects receiving both Calurin and 
plain aspirin were found to rise more than twice as high 
within ten minutes following Calurin. Also, these levels 
persisted higher for at least two hours." 


CALURIN is the aspirin of choice, especially 
when high-dosage, long-term therapy is indicated: 


1 High solubility forestalls gastric irritation or damage. This advantage is of 
special importance in arthritis and other conditions requiring high-dosage, 


long-term therapy. 


2 Produces high salicylate blood levels rapidly for prompt analgesic, anti- 


pyretic, anti-arthritic effect. 


3 Sodium-free —for safer long-term therapy. 


4 Flavored: can be chewed or dissolved in the mouth without water if desired 
—an advantage for patients requiring aspirin administration during the 


night and for pediatric patients. 


Dosage: Each tablet of Calurin is equivalent to 300 mg. (5 gr.) 
of acetylsalicylic acid. For relief of pain and fever in adult 
patients, the usual dose of Calurin is 1 to 3 tablets every 4 
hours, as needed; in arthritic states, 2 or 3 tablets 3 or 4 times 


daily; in rheumatic fever, 3 to 5 tablets 4 or 5 times daily. 
For children over 6 years, the usual dose is 1 tablet every 
4 hours; for children 3 to 6 years, ¥2 tablet every 4 hours, as 
required. Not recommended for children under 3. 


REFERENCES: 1. Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 2. Douthwaite, A. H., and Lintott, G. A. M.: Gastroscopic 
observation of the effect of aspirin and certain other substances on the stomach, Lancet 2:1222, 1938. 3. Editorial Comments: The effect of 
acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. M. A. J. 80:47, 1959. 4. Muir, A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 
5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 1:539, 1959. 6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 
33:616, 1957. 7. Bayles, T. B., and Tenckhoff, H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. Mtg. A. M. A., San Francisco, 
Calif., June, 1958. 8. Batterman, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 258:213, 1958. 9. Cronk, G. A.: 
Laboratory and clinical studies with buffered and nonbuffered acetylsalicylic acid, New Eng. J. M. 258:219, 1958. 10. Editorial: Aspirin plain and 
buffered, Brit. M. J. 1:349, 1959. 11. Smith, P. K.: Plasma concentration of salicylate after the administration of acetylsalicylic acid or calcium 
acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of Pharmacology, Geo. Washington Univ. School of Medicine, 


Washington, D. C., Sept. 5, 1958. 


SMITH-DORSEY -« a division of The Wander Company « Lincoln, Nebraska 
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THE TREATMENT 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 
Desenex attacks fungous infections caused by dermatophytes which 
affect the horny, keratinized layers of the skin. 


Athlete’s foot is a fungous infection of the skin involving the superficial 
layers that are not reached by the blood supply. A fungicidal agent, 
applied directly to these superficial fungous infections, brings the 
antifungal agent into intimate contact with the invading organism for 
the most effective method of treatment. 


Desenex, a combination of zinc undecylenate and undecylenic acid — 
an unsaturated fatty acid with an 11-carbon chain — has resulted in 
more “clinical” cures . . . proved to be the least irritating, _ the safest 


of all potent fungicidal agents. 
ointment & solution & powder 
Maltbie Laboratories Division / Wallace & Tiernan Incorporated, Belleville 9, dei 


PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA 
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in acute superficial thrombophlebitis 
“A one-week course of therapy is generally sufficient to 
produce satisfactory resolution of the inflammatory proc- 


ess without recurrence.” 
Orbach, E. J.: J. Internat. Coll. Surgeons 31:165, 1959. 


in arthritis and allied disorders 

“Patients who experienced major improvement had 
prompt and almost complete relief of pain and stiffness, 
which could be maintained on a small maintenance dose.” 
Graham, W.: Canad. M.A.J. 79:634, (Oct. 15) 1958. 


utazolidin 


(brand of phenylbutazone) tablets - alka capsules 


BUTAZOLIDIN® (brand of phenylbutazone): Red-coated tablets 
of 100 mg. 


BUTAZOLIDIN® Alka: Orange and white capsules containing 
BUTAZOLIDIN 100 mg.; dried aluminum hydroxide gel 100 mg.; 
magnesium trisilicate 150 mg.; homatropine methylbromide 


geigy 


ARDSLEY, NEW YORK 
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USEFULNESS 


MINIMAL 


The extended usefulness of TENTONE is readily apparent 


TENTONE® Methoxypromazine Maleate is a new, distinctive phenothiazine... highly active 
... for general use in mild and moderate emotional and psychosomatic disorders. 


TENTONE elicits a striking, positive calming response!?...with marked reduction of 
psychic disorientation, and low risk of blood, liver or other organic toxicity and intolerance.' 


TENTONE parallels the weaker ataractics in low incidence of side effects. Freedom from 
induced depression is apparently even greater.5 


TENTONE provides a broadly adaptable dosage range (30 to 500 mg. daily) to permit 
maximum control in cases of varying severity. 


TENTONE is also indicated to relieve emotional stress in surgical, obstetric and other 
hospitalized patients. 
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Dosage: Mild to moderate cases—average starting dose, one 10 mg. or one 25 mg. tablet 
three or four times daily. Moderate to severe —average starting dose, one 50 mg. tablet 
four times daily. Supplied: 10 mg., 25 mg., and 50 mg. tablets. 


1. Bodi, T., and Levy, H.: Clinical report, cited with permission. 2. Wetzler, R. A., and Phillips, R. M.: Clinical 
report, cited with permission. 3. Prigot, A.: Clinical report, cited with permission. 4. Gosline, E., et al.: Am. J. Psychiat. 
115:939 (April) 1959. 5. Turvey, S. E. C.: Clinical report, cited with permission. 


Methoxypromazine Maleate Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 


remember this patient 
with musculoskeletal pain? 


Ethoheptazine Citrate (75 mg.) with Acetylsalicylic Acid (325 mg.) , 
Wyeth 


Active now, pain relieved, inflammation controlled, free of disturbing reactions. ... 
ZACTIRIN Offers reliable analgesia plus anti-inflammatory benefits in a wide variety of 
joint and muscle disorders. It is non-narcotic and nonsteroid. Its relief of pain is 
equivalent to that of codeine. Yet it is well tolerated in both acute and prolonged use. 


Myositis, fibrositis, myalgia, low back pain, ligamental strain, sciatica, bursitis, frozen 
shoulder, wryneck, osteoarthritis, rheumatoid arthritis, postoperative orthopedics 


Supplied: Tablets, bottles of 48. 


Philadelphia 1, Pa. 
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during” preg Anc or lactation 
make sure offdi¢tary acy 
with new ‘cost 


Prenatal 


ONLY 1 tablet daily, 1/2 re phosphorus-free, 12 vitamins plus 10 minerals 


The clinical superiority of MoL-tRON for the correction of iron deficiency during preg- 


nancy has been estabjished by more published reports than are available for any other 
iron preparation.* 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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organisms such as staphylococci, 


cells in add 


bacterial 
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IS MOLECULAR ASYMMETRY ACCOMPANIED 
BY UNSURPASSED THERAPEUTIC 
EFFICACY VIA THE SAFER ORAL ROUTE? 


This question will be answered soon... 
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Bristol Laboratories inc., Syracuse, New York 
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dependable 
analgesia 
at your fingertips 
in the snap-open ampul 
no filing -no scoring -no sawing 


PIONEER BRAND OF PROCAINE HYDROCHLORIDE with universal acceptance 


Novocain 1%, 2%, 10%, 20% Solutions with or without vasoconstrictors. 
Also available: Multiple Dose Vials with dual purpose caps for withdrawal by needle or pouring. 


e 
LABORATORIES, NEWYORK 18,N.¥. 
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FORA 
HEAD 
START 


headache and fever 
tearing eyes 
coughing 

sneezing 

running nose 

sore throat 
earache 

sinusitis 


IN UPPER RESPIRATORY INFECTIONS 


glucosamine-potentiated tetracycline — analgesic — antihistamine compound CAPSULES 
® Quick, symptomatic relief 
= Effective in the control and prevention of secondary complications 


Each capsule provides: 


Cosa-Tetracyn .............. 125 mg. Additional information on Cosa-Tetracydin 
phenacetin ............... -- 120 mg. is available from the Medical Department 
caffeine 80mg. of Pfizer Laboratories on request. 

buelizine mg, Pfizer) Science for the world’s well-being™ 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. *trademark 
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A-110 


THE SAFE ANTI-ARTHRITIC AND ANTIRHEUMATIC THAT CONTAINS THE 
IMPORTANT PLUS OF ORGANIDIN® FOR THE FURTHER CONTROL OF IN- 
FLAMMATION AND TO AID IN THE RESORPTION OF NECROTIC TISSUE 


Sodium-free, potassium-free ARTAMIDE is especially valuable 
when clinical judgment precludes steroid therapy. ARTAMIDE 
provides higher salicylate blood levels' with lower dosage. 
Antirheumatic, anti-inflammatory, analgesic... ARTAMIDE aids 
normal corticosteroid activity. The inclusion of ORGANIDIN, the 
smoother, safer, organically bound iodine, greatly increases 
the effectiveness of the ArTAmiIDE formula by stimulating the 
resorptive processes? and further controlling inflammation. 
ARTAMIDE provides symptomatic relief as well as important 
gains in functional capacity for many patients who cannot 
tolerate corticosteroids. 

Each artamipe tablet contains: Salicylamide 0.25 Gm. (4 gr.); Para-amino- 


benzoic Acid 0.25 Gm. (4 gr.); Ascorbic, Acid 20.0 mg. (% gr.); 
ORGANIDIN® (iodinated glycerol) 20.0 mg. (14 gr.). 

DOSAGE: 2 tablets 3 or 4 times daily. Requirements may vary according 
to the response of the patient. supriiep: artamive Tablets, bottles of 100 
and 500. rererences: 1. Chambers, James O.: Clinical Medicine, 61:3 
(1954) pp. 203-205. 2. Salter, W. T.: A Textbook of Pharmacology, p. 603, 
W. B. Saunders Co. (1952). 

write: Professional Service Department for literature and trial supply. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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“No, sebreek 
4 
then he gave mé 


the prescription.” 


Dermatitis, dear. Seborrheic Dermatitis. Now you know what dandruff really is. Good thing 
you mentioned it to your doctor. Most people plug along, trying everything in sight— 
lotions, tonics, pastes, shampoos, the works. They ought to know dandruff is a medical problem, 
needs a medical answer. Watch for the all too familiar signs, doctor. Your patients will appre- 
ciate the tip—and the prescription. 


SE LSUN 7 an ethical answer to a medical problem ta 


@SELENIUM SULFIDE SUSPENSION, ABBOTT 


©1959, ABBOTT LABORATORIES, NO. CHICAGO, ILL. 
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Please turn the page.. 


pre-prescription 
point number 1 


initial therapy— 
remarkably free 
from complications 


Allison, J.R., Sr., and Allison, J.R., Jr.: 
Monographs on Therapy 3:99 (Oct.) 1958. 


point number 2 
continuing therapy 
—maintenance doses 
are low 


Feinberg, S. M.; Feinberg, A. R., and Fisherman, E. W.: 


point number 


no sodium or water 
retention—low salt 


diet not necessary 


Hartung, E. F.: 
J.A. M.A. 167:973 (June 21) 1958. 


pre-prescription 
point number 4 


absence of edema 


Council on Drugs: 
J.A.M. A. 169:257 (Jan. 17) 1959. 


pre-prescription 
point number 


less likely to 
create electrolyte 
disturbance 


Bongiovanni, A. M.; Meliman, W. J., and Eberlein, W. R.. 
J. Pediat. 53:3 (July) 1958. 


pre-prescription 
point number 


no secondary 
hypertension—no 
significant change 
in pulse, respiration, 
or blood pressure 


, W.B.; Harun, J.S,, and Pillsbury, D. M.: 
167:959 (June 21) 1958. 
Bernsten, C.A., Jr., and others: 

New York Rheumatism Association, Annual Meeting, 
New York, April 9, 1959. 
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(SQUIBB TRIAMCINOLONE) 


pre-prescription 
point number 7 


no excessive 
appetite 


Council on Drugs: 
J.A. M.A, 169:257 (Jan. 17) 1959. 


pre-prescription 
point number 8 


without unnatural 
psychic stimulation 
—does not stimulate 
and rarely depresses 
the mood 


Shelley, W. B.; Harun, J.S., and Pillsbury, D.M.; 
J. A. M.A. 167:959 (June 21) 1958. 


Council on Drugs: _ 
J.A. M.A. 169:257 (Jan, 17) 1959. 


pre-prescription 
point number @ 


gastrointestinal 
complaints. 
infrequent 


Hartung, E. F.: 
J. A. M.A. 167:973 (June 21) 1958. 
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REFLECTION ON 
CORTICOTHERAPY: 


The clinical aim, following immediate 
suppression of disease symptoms, is to 
maintain the patient symptom-free... 
with minimal side effects. 


The logical course is to select 
the steroid with the best ratio 
of desired effects to undesired effects: 


the corticosteroid that hits the disease, but spares the patient — 
[ Upjohn | THE UPJOHN COMPANY M 
KALAMAZOO, MICHIGAN 


*zRADEMARK, REG. U. S. PAT. OFF. —METH 
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® 
TABLETS 
dose” 
| LIQUID 


UNIQUE ANTACID WITH MILK-LIKE ACTION 


: TITRALAC is being widely prescribed in heartburn 
of pregnancy, simple hyperacidity, and peptic 
ulcer because of these outstanding features: 
creamy, mint flavor...no chalky taste 

e acts in seconds...lasts for hours 

e non-constipating...no acid rebound 


TITRALAC is effective in ACID NEUTRALIZING POWER 
small doses. One teaspoon- only. teaspoonful 


ful TITRALAC Liquid approxi- 4 


mates 2 tablets which 
contain 0.36 Gm. glycine and 


0.84 Gm. calcium carbonate. 


ALSO WITH A SPASMOLYTIC... 


a tralac formula + 0.5 mg. 
om tropine methylbromide) 


ScHenLass PHARMACEUTICALS, inc. 
New Yorx 1, N.Y. 
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NEW 


“In no case... 


was there any rebound congestion.” 


Your youngest patient as well as your oldest will find new Otrivin 
an unusually gentle yet remarkably effective nasal decongestant. 
Otrivin works quickly; its action is prolonged. Typical of many 
clinicians’ reports is the one published by Kolodny': Of 64 pa- 
tients studied, 92 per cent had good or excellent results. “In no 
case studied was there any rebound congestion. Local side effects 


were minimal. . . . Extremely few systemic effects occurred. . . .” 


OT FF IVIN ror GENTLE RELIEF OF STUFFY NOSE 


ON PRESCRIPTION ONLY 


Otrivin is safe even for the very young. “The particularly striking 
feature of Otrivin solution was the absence of side effects, even in 
infants as young as two weeks.’” “It is effective in low concen- 
trations and is a safe nasal vasoconstrictor for even the young 
patient.’ 


Suppuiep: Otrivin Nasal Solution, 0.1%; dropper bottles of 1 ounce. Otrivin Nasal 
Spray, 0.1%; plastic squeeze tubes of 15 ml. Otrivin Pediatric Nasal Spray, 0.05%; 


plastic squeeze tubes of 15 ml. 


ReFERENCEs: 1. Kolodny, A. L.: Antibiotic Med. 6:452 (Aug.) 1959. 2. Davis, M. R.: 
To be published. 3. Peluse, S.: In press. 


Otrivin® hydrochloride (xylometazoline hydrochloride CIBA) 2/2753MK 


I B A SUMMIT, N. J. 
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Fiber of skeletal muscle in spasm Fiber of skeletal muscle relaxed (photomicrographs) 


Methocarbamol Robins U.S. Pat. No. 2770649 TABLETS 


Summary of six published clinical studies: e Highly potent—and long acting."** 


ROBAXIN BENEFICIAL IN 92.4% OF 


SKELETAL MUSCLE SPASM CASES e Relatively free of adverse 


side effects.””*** 


“marked” moderate none 

Carpenter? 26 = ln ordinary dosage, does not reduce 

Forsyth 58 37 a. = 3 muscle strength or reflex activity. 
Lewis? 38 25 6 =  /? _ REFERENCES: 1. Carpenter,E.B.: Southern M.J.51:627, 
O'Doherty & “excellent” 1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 
Shields * 17 14 2 1 8 W6.B.:: California Med. 90:26, 1959. 4. O’Doherty, D. S., 
Park® 30 he pa a 2 4 and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 

“gratifying” J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 
Plumb 60 55  78:531, 1958. 

236 184 34 4 «+314 A.H. ROBINS CO., INC., Richmond 20, Virginio 


(78.0%) (14.4%) Ethical Pharmaceuticals of Merit since 1878 
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ONE-DOSE TREATMENT FOR PINWORMS 


U s P N S 
(PYRVINIUM PAMOATE SUSPENSION, 


N 


PARKES DAVIS) 


A new agent, POVAN SUSPENSION 
is singularly effective against 
pinworms...greatly improves 
and simplifies therapy. 
- single-dose effectiveness in 
pinworm infections?! 
+» pleasant-tasting and well tolerated 
- easy to administer and economical 
+ practical against the spread 
of oxyuriasis...a single dose 
to each member of a household 
or institution where pinworms 
are present! 


Administration and Dosage 

POVAN SUSPENSION is administered orally 
in a single dose. In small children, the 
dose is equivalent to 5 mg. pyrvinium 
base per Kg. of body weight. 

For convenience, a 5-cc. teaspoonful 

per 22 pounds (10 Kg.) of body weight may 
be recommended. For example, a 54-pound = 
child would receive somewhat less than 

3 teaspoonfuls of the Suspension. 

Adults also may be given POVAN SUSPENSION 
according to the same dosage schedule, 
Note: Parents and patients should be 
informed that POVAN SUSPENSION Will Colge 
the stools a bright red and that, 

if spilled, will stain. 

Supplied: povan SUSPENSION iS available as 
a pleasant-tasting, strawberry-flavored 
suspension containing the equivaient 
of 10 mg. pyrvinium base per cc. 

in 2-0z. bottles. 


(1) Beck, J. W.; Saavedra, D.; Antell, G. 3, & 
Tejeiro, B.: Am. J. Trop. Med. 8:349, 1959, 


*TRADE-MARK 


PARKE, DAVIS & 
DETROIT 32, MICHIGAN 


PURE ANTIHISTAMINE ACTION 

NOW A PHARMACOLOGIC FACT 
BECAUSE DISOMER 

SHEDS THE MOLECULAR DROSS 
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NEW...IN THE TREATMENT OF 
ALLERGIC DISORDERS 


high therapeutic index’”’ 

¢ unsurpassed clinical efficacy 

¢ highly effective in exceptionally small doses 
¢ side effects reduced to placebo level 


Disomer....a major scientific advance 
in the pharmacology of antihistamines! 


DISOMER was described as being “...as close toa 
pharmacologically pure form of histamine antago- 
nist as the chemist can produce." Incorporating 
the newest knowledge of structure-function rela- 
tionships, DISOMER comes closest thus far to the 
therapeutic ideal of pure antihistamine activity. 


DIsoMe_r represents the d-isomer of racemic 


brompheniramine maleate. In shedding the 
l-isomer a high point in clinical effectiveness is 
achieved while side effects are reduced to the 
placebo level. 

Therapeutic results have been noteworthy with 
94.7% effectiveness reported.2 Equally note- 
worthy is the virtual absence of clinically signifi- 
cant adverse reactions. Indeed, the sole side effect 
reported was occasional, mild drowsiness in only 
4.7% of patients. 


With Disome_r your allergic patient remains your 
alert patient while enjoying unsurpassed freedom 


from allergic symptoms. Ready now for your pre- 
scription—DisoMerR is available in a variety of 
dosage forms to fit your patients’ individual 
requirements. 


Availability: 
DISOMER CHRONOTAB* ............ 
DISOMER CHRONGTAB® 4 mg. 
Usual dosage: 
@ 
* Chronotab is White's repeat-action tablet. 


References: (1) Gould, A. H. and Long, D. L.: Clinical 
Pharmacology and Therapeutic Use of Dexbromphen- 
iramine Maleate ( Disomer ), a new Histamine Antago- 
nist (submitted for publication). (2) Medical Department, 
White Laboratories, Inc. 


WHITE LABORATORIES, INC. 3) 
Kenilworth, New Jersey (Zz 


DEXBROMPHENIRAMINE MALEATE 


sheds the molecular dross 
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STOPPED 


ROMILAR CE raises the cough-reflex thresh- 
old in 15 to 30 minutes and sustains relief for 
as long as six hours—without undue side 
effects, without narcotic hazards or complica- 
tions. ROMILAR CE treats the entire cough and 
cold complex: dextromethorphan (ROMILAR) 
controls the cough, chlorpheniramine com- 
bats allergic manifestations, phenylephrine 
reduces nasal and bronchial congestion, 
N-acetyl-p-aminophenol relieves headache and 
myalgia and reduces fever. Infection, allergy, 
bronchitis, excessive smoking — whatever 
the cause, prescribe ROMILAR CF for cough. 


For convenient use away from home, also 
available in capsule form. 
When only the specific antitussive action of dextromethor- 


phan is indicated, prescribe ROMILAR—Syrup, Tablets or 
Expectorant. 


Romilar® Hydrobromide—brand of dextromethorphan hydrobromide. 


ROMILAR 


the complete treatment for cough and other cold symptoms 


ROCHE LaABorATORIES Division of Hoffmann-La Roche Inc e Nutley 10, N.J. 


Ag 
SYRUP 


the NEW CONTRACEPTIVE 


that offers 


MAXIMUM 


simplicity with security — 


we 


the outstandingly competent 


ACTIVE INGREDIENTS: IN A 
SPECIAL BARRIER TYPE BASE 


2.0% 
spermatocidic agent... 
‘ Phenylmercuric 
is now available gl 0.02% 


to physicians. 


ANOTHER 
H-R FIRST... 


Large tube Vagin 
Jelly, 125 gms. with 
patented measured 
dose applicator in 
SANITARY PLASTIC 
ZIPPERED KIT for 

home storage (Sup- —Factual literature 
plied at no cost) sent upon request. 


HOLLAND-RANTOS CO., INC.-145 HUDSON STREET-NEW YORK 13, N.Y. 


Mic Roromex@)i 
when the “jelly-alone” method a 
is advised, NEW Koromex€@> 
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for prompt control of 


enile agitation 


THORAZINE* 


(chlorpromazine, S.K.F.) 


‘Thorazine’ can control the agitated, belligerent senile 
and help the patient to live a composed and useful life. 


Gf) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 


JOURNAL A.O.A., VOL. 59, NOV. 1959 


: 
en 
at 
“4 
Jig 
N 


FIRST 60 SECONDS 


SECOND 60 SECONDS 


Tired of Fighting the Bedsore Problem? 


APP Units Are the Proved Way 
to Help Cure and Prevent Decubiti 


The Alternating Pressure Pad helps prevent and cure decubiti by automatically 
shifting body pressure points every two minutes as illustrated ... thus maintain- 
ing adequate circulation and preventing tissue breakdown. The combination of an 
APP Unit and normal nursing care starts granulation usually within a few days. 

Equally important, APP Units eliminate the constant turning of patients, 
(which in some cases adversely affects recovery) and provide passive massage on 
a 24-hour basis. 

Thousands of APP Units are now in use. Many more are needed for private 
patients in hospitals and nursing homes. Units are available from leading surgi- 
cal supply houses for standard beds, respirators and wheel chairs. 


APP Units are manufactured solely by Air Mass, Inc., Cleveland, Ohio, U. S. A. 


MAIL THIS COUPON FOR ACTION 


THE R. D. GRANT COMPANY 

805 Hippodrome Building 

Cleveland 14, Ohio, U.S. A. 

OC Please send complete details on APP Units. 

0 Please send APP Unit Clinical Reports. 

0 Please have your representative call me to arrange a demonstration. 


Institution. 
Street 


City. Zone. State. 


Requested by. 


\ 
ASS 


relief from the suffering and 
mental anguish of 


cancer 


THORAZINE 


one of the fundamental drugs in medicine 


Gf) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 
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Question: 
Why do so many physicians prefe1 
Cafergot and Cafergot P-B for 
migraine and other recurrent 
throbbing headaches? 


Answers: 
By leading clinicians, quoted from 
their published investigations. 


THE JOURNAL 


a 


“The highest percent- 
age (83%) of patients 
with symptomatic 
| | relief is obtained by 
| early and adequate 
administration of 
ergotamine and caf- 
=== 'feine(Cafergot), alone 

~ or combined with anti- 

spasmodics and/or sedatives (Cafergot 
P-B).” (Friedman, A. P.: J.A.M.A. 
163:1111, March 30, 1957.) 


“For those patients 
in whom nausea and 
vomiting occur so 
early in the attack 
that oral medication 
cannot be used, rectal 
administration is 
sometimes a simple 
andeffective solution. 
Cafergot supposi- ™ 
tories...and | P-B supposi- 
tories...are useful additions to the 
armamentarium.” (MacNeal, P. S., et 
al.: Management of the Patient with 
Headache, 1957.) 


MEDICAL 
ANNALS 


“The tablets [Cafer- 
got P-B] were espe- 
cially useful when the 
headaches were ac- 
companied by nerv- 
ous tension and 
gastrointestinal up- 
set....Cafergot P-B 
Tablets constitute an 
important addition to the treatment of 
vascular headache.” (Blumenthal, L.S., 
and Fuchs, M.: Med. Annals District of 
Columbia 26:175, April 1957.) 


= 


“Symptomatic treat- 
ment is essentially 
one of pharmacother- 
apy, and the best 
results have been 
obtained with the use 
ofergotamine deriva- 
tives, notably a com- 
pound of ergotamine 
and caffeine (Cafergot).” (Friedman, 
A. P., von Storch, T. J. C., Merritt, 
H. H.: Neurology 4:773, Oct. 1954.) 


first choice 
for migraine 
and other recurrent, throbbing headaches 


CAFERGOT TABLETS 

ergotamine tartrate 1 mg., caffeine 100 mg. 

Dosage: 2 at first signs of attack; if needed, 1 additional 
tab. every ¥% hour until relieved (max. 6 per attack). 


CAFERGOT SUPPOSITORIES 

ergotamine tartrate 2 mg., caffeine 100 mg. 
Dosage: 1 as early as possible in attack; 

second in one hour, if needed (max. 2 per attack). 


When the headache is associated with nervous 
tension and G.I. disturbance 


CAFERGOT P-B TABLETS 

ergotamine tartrate 1 mg., caffeine 100 mg., 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. 
Dosage: same as Cafergot Tablets. 


CAFERGOT P-B SUPPOSITORIES 

ergotamine tartrate 2 mg., caffeine 100 mg., 
Bellafoline 0.25 mg., pentobarbital sodium 60 mg. 
Dosage: same as Cafergot Suppositories. 
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for prompt and safe control of 


nausea 
vomiting 


in children 


THORAZINE* Syrup 


and Suppositories 


In the over 1,500,000 children in whom ‘Thorazine’ 
has been used, jaundice or agranulocytosis has never 
been reported. 


@ Smith Kline & French Laboratories 


#T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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congestion 


Litty 


QUALITY / RESEARCH / INTEGRITY 


V-KOR.. . . provides relief in respiratory infections 


1. fights infection—V-Cillin K® quickly and surely produces higher blood levels than 
any other oral penicillin. 


2. relieves congestion—Co-Pyronil™ affords rapid and prolonged antihistaminic ac- 
tion plus vasoconstriction. 


3. reduces fever and pain—A.S.A.® Compound provides proved analgesic and anti- 
pyretic action. 


DosacE: Two V-Kor tablets contain the usual therapeutic dose for adults. Repeat every 
six or eight hours. 


SupPPLIED: In attractive green-white-yellow, three-layered tablets. 


V-Kor® (penicillin V potassium compound, Lilly) « V-Cillin K® (penicillin V potassium, Lilly) « Co-Pyronil™ (pyrro- 
butamine compound, Lilly) « A.S.A.® Compound (acetylsalicylic acid and acetophenetidin compound, Lilly) 


LitlLy COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 
931022 
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Conventions and 
meetings 


American College of Osteopathic Ob- 
stetricians and Gynecologists, annual 
meeting, Hilton Hotel, San Antonio, 
Texas, February 22-25. Secretary, Ar- 
thur A. Speir, Box 66, Merrill, Mich. 


American College of Osteopathic Pedi- 
atricians, annual meeting, Hilton Hotel, 
San Antonio, Texas, February 22-25. 
Secretary, Myron D. Jones, Osteopathic 
Hospital of Kansas City, 926 E. 11th St., 
Kansas City 6, Mo. 


American Osteopathic Association, 
Sixty-Fourth Annual Convention, 
Muehlebach Hotel, Hotel Aladdin, 
Hotel Phillips, Kansas City Audi- 
torium, Kansas City, Mo., July 18- 
22. Program Chairman, Raymond 
L. Ruberg, 4614 Wayne Ave., 
Philadelphia 44. 


American Osteopathic College of Proc- 
tology, annual clinical assembly and 
refresher course, Mayo Hotel, Tulsa, 
March 28-April 1. Secretary, Eugene 
W. Egle, Lackland Clinic, 2335 Brown 
Rd., St. Louis 14. 


Colorado: See Rocky Mountain Osteo- 
pathic Conference. 


Indiana, annual meeting, Marott Ho- 
tel, Indianapolis, May 14-17. Program 
Chairman, William Lynn Adams, 1500 
N. Delaware St., Indianapolis 2. Sec- 
retary, Arabelle B. Wolf, 4840 N. Michi- 
gan Rd., Indianapolis 8. 


Iowa, annual meeting, Hotel Savery, 
Des Moines, May 22-24. Program Chair- 
man, Jean F. LeRoque, 3305 S.W. Ninth 
St., Des Moines 15. Secretary, Mr. 
Herman W. Walter, 200 Walnut Bldg., 
Des Moines 9. 


Maine, midyear meeting, Elmwood 
Hotel, Waterville, December 3-5. Pro- 
gram Chairman, David A. Patriquin, 
Kezar Falls. Annual meeting, Samoset 
Hotel, Rockland, June 23-25. Program 
Chairman, Dr. Patriquin. Executive 
Secretary, Mr. George R. Petty, Mon- 
mouth. 


Massachusetts, annual meeting, Som- 
erset Hotel, Boston, January 16-17. 
Program Chairman, Stuart K. Partridge, 
47 Washington St., Malden 48. Exec- 
utive Secretary, Mrs. Gladys M. Stock- 
dale, 524 California St., Newtonville 60. 


Minnesota, annual meeting, Minneap- 
olis, May 5-7. Secretary, E. R. Kom- 


arek, 301 Granite Exchange Bldg., St. 
Cloud. 


Montana, annual meeting, East Gla- 
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cier Park, East Glacier, August 5-6. 
Program Chairman, C. G. Sundelius, 
7-9 K.M. Bldg., Kalispell. Secretary, 
Donald H. Schmidt, 506 26th St., N., 
Great Falls. 


New Jersey, annual meeting, Tray- 
more Hotel, Atlantic City, March 11-13. 
Program Chairman, Joseph V. Huff- 
nagle, 101 Bowood Dr., Haddonfield. 
Executive Secretary, Mr. R. P. Chap- 
man, 342 W. State St., Trenton 8. 


New Mexico, annual meeting, West- 
ern Skies Hotel, Albuquerque, April 14- 
16. Program Chairman, M. C. Sims, 
119 Quincy St., N.E., Albuquerque. 
Secretary, Lory Baker, 400 N. Church 
St., Las Cruces. 


Northwest Osteopathic Convention, 


Ridpath Hotel, Spokane, Washington, 
June 20-22. Program Chairman, Wil- 
bert B. Saunders, 4730 University Way, 
Seattle 5. 


Ohio, annual meeting, Neil House, 
Columbus, May 1-4. Program Chair- 
man, W. B. Carnegie, 2600 Wooster 
Rd., Rocky River 16. Executive Secre- 
tary, Mr. William S. Konold, 53 W. 
Third Ave., Columbus 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 2-4. Program Chair- 
man, M. Paul Christianson, 901-02 
Pigott Bldg., Hamilton. Secretary, Eric 
B. Johnston, 2920 Bloor St., W., To- 
ronto 18. 


Oregon: See Northwest Osteopathic 
Convention. 


Scientifically determined number of rubber 
and cotton threads provides a balanced weave 
that assures optimal therapeutic results. 


ACE guarantees even and controlled stretch 
ACE insures firmness under tension 

ACE prevents “bunching” 

ACE minimizes possibility of vein constriction 


RUBBER ELASTIC BANDAGE 
STANDS OUT BECAUSE IT STANDS UP 


MAINTAINS ITS ELASTICITY LONGER 


Today, ACE provides your patient with ana- 
tomically correct support far longer. B-D’s 
newly developed type of heat-resistant rub- 
ber can withstand dry heat sterilization and 
has a greater tensile strength than rubber 
found in ordinary bandages. 


Now, more than ever, ACE is the name to 
remember. Only Becton, Dickinson and Com- 
pany makes ACE rubber elastic bandage. 


BECTON, DICKINSON AND COMPANY: RUTHERFORD, MEWJERSEY 


8-D AND ACE ARE REGISTERED TRADEMARKS OF BECTON DICKINSON AND COMPART 
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Subclinical vitamin-mineral deficiency in chronic degenerative disease 


Most degenerative disease changes appear 
to be related to disturbances of cellular 
nutrition.’ Subclinical vitamin or mineral 
deficiencies often occur despite an adequate 
caloric intake, and the consequent 
impairment of enzyme systems may injure 
body tissues.? Considerable evidence 
indicates that the vitamin reserve is 
frequently lowered to a serious degree in 
the older age groups most susceptible to 
degenerative disorders.’ Older persons 

also have increased requirements for 

such minerals as iron, iodine, copper, 
calcium and zinc.*:*.6 


the umportance of 


vitamins and 
minerals in 
tabetes mellitus 


The diabetic has a higher requirement for the 
vitamin B-complex (especially nicotinic acid, 
thiamine, B,.,, and riboflavin) than the normal 
individual.? Great losses of calcium and potas- 
sium may occur during ketosis.7 Low tissue zinc 
levels have recently been reported in a series of 
diabetic patients. Metabolic deficiencies are 
frequently aggravated by diets which restrict or 
eliminate foods rich in essential co-factors.® 
Administration of more than normal require- 
ments often produces a decided clinical im- 
provement and may help to prevent neuro- 
pathic changes.* 


the importance of 
vitamins and 

minerals in 
igestive disorders 


Peptic ulcer diets are often deficient in essential 
vitamins. Symptoms attributable to B-vitamin 
deficiency are commonly observed in patients 
on such diets.10 


Liver damage leads to faulty vitamin metabo. 
lism, and cirrhosis often produces severe vitamin 
Pollack and Halpern recom- 
mend daily administration of therapeutic vita- 
mins to patients with hepatitis or cirrhosis. 
Large amounts of zinc are also lost by the cir- 
rhotic patient.13 


Great care must be exercised to avoid excessive 
depletion of vitamins and minerals in ulcerative 
colitis, regional enteritis, and chronic diarrhea. 
Patients with extensive bowel resections may 
require up to six times the normal daily vitamin 
requirement.!4 


the importance of 
vitamins and 

minerals in 
rthritic disorders 


According to Spies,!5 nutritive failure is espe- 
cially frequent in arthritic or rheumatic dis- 
orders. Some patients lose the desire to eat; some 
are too disabled to earn money to purchase 
required foods; still others are unable to per- 
form all the necessary masticatory motions. 
Nausea and vomiting may prevent adequate 
absorption. 


Therapeutic vitamins prevent or correct vitamin 
deficiency in the arthritic on an inadequate diet. 
In degenerative joint disease, vitamin therapy 
is recommended even when there is no demon- 
strable deficiency.16 Mineral supplementation 
may help prevent the depletion of calcium and 
potassium that occurs during therapy with cer- 


A RATIONALE FOR THERAPEUTIC VITAMIN-MINERA SUP. 
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SUPPLEMENTATION 


tain of the adrenal steroids. Iron!7 may be useful 
in preventing the anemia common in arthritis. 


the umportance of 
vitamins and 
minerals in 
ther degenerative 
processes 


Vitamins and minerals appear to play a role in 
many other degenerative processes associated 
with aging. Studies by Wexberg,18 Jolliffe!® and 
others indicate that many of the symptoms 
attributed to senility or cerebral arteriosclerosis 
respond with remarkable speed to the adminis- 
tration of vitamins. Pyridoxine and _ nicotinic 
acid may even play an important role in the 
prevention of atherosclerosis. 

Vitamin or mineral deficiency may be an unrec- 
ognized factor in still other situations. As Kamp- 
meier states: 

“Who can say, for example, whether the patient 
chronically ill with myocardial failure may not 


have a poorer myocardium because of a mod- 
erate deficiency in the vitamin B-complex? Some- 
thing is known of the relationship of vitamin C 
to the intercellular ground substance and repair 
of tissues. One may speculate upon the effects of 
a deficiency of this vitamin, short of scurvy, 
upon the tissues in chronic disease. Are there 
‘subclinical’ degrees of vitamin deficiencies to 
search for, now that frank deficiency states have 
become so rare at least in the United States?”? 


References! 1. Kountz, W. B.: Mod. Med. 25:102, Aug. 1, 
1957. 2. Kampmeier, R. H.: Am. J. Med. 25:662, Nov. 1958. 
3. Overholser, W. and Fong, T. C. C. in Stieglitz, E. J.: Geri- 
atric Medicine, 3rd edition, J. B. Lippincott, Philadelphia, 
1954, p. 264. 4. Kountz, W. B.: Indust. Med. 27:537, Oct. 
1958. 5. Kountz, W. B. in Stieglitz, E. J.: Geriatric Medi- 
cine, 3rd edition, J. B. Lippincott, Philadelphia, 1954, p. 
252. 6. Carlson, A. J. in Stieglitz, E. J.: Geriatric Medicine, 
3rd edition, J. B. Lippincott, Philadelphia, 1954, p. 80. 
7. Duncan, G. G.: Diseases of Metabolism, 4th edition, W. B. 
Saunders, Philadelphia, 1959, p. 812. 8. Griffith, G. and 
Hegde, B.: Illinois M. J. 115:12, Jah. 1959. 9. Pollack, H.: 
Am. J. Med. 25:708, Nov. 1958. 10. Sebrell, W. H.: Am. J. 
Med. 25:673, Nov. 1958. 11. Pollack, H. and Halpern, S. L.: 
Therapeutic Nutrition, National Academy of Sciences and 
National Research Council, Washington, D.C., 
12. Kark, R. M. in Wohl, M. G. and Goodhart, R . S.: Mi 

ern Nutrition in Health and Disease, Lea and Febiner, 
Philadelphia, p. 615. 13. Vallee, B. L. in Harrison, T. R.: 
Principles of Internal Medicine, 3rd edition, McGraw-Hill, 
New York, 1958, p. 474. 14. Warthin, T. A. and Monroe, 
K. E.: M. Clin. North America Sept. 1958, p. 1419. 15. Spies, 
T. D.: J.A.M.A. 167:675, June 7, 1958. 16. Solomon, W. M. 
in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J. B. Lip- 
pincott, Philadelphia, 1954, p. 627. 17. Ausman, D. C.: Jour- 
nal Lancet 76:290, Oct. 1956. 18. Wexberg, E.: Am. J. Psy- 
chiat. 97:1406, 1941. 19. Jolliffe, N.: J.A.M.A. 117:1496, 1941. 


help preserve tissue integrity and impede degenerative processes 


Each THERAGRAN-M 
capsule-shaped tablet supplies: 


Vitamin A... 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate ........ 10 mg. 
Riboflavin 10 mg. 
Ascorble 200 mg. 
Pyridoxine Hydrochloride ....... 5 mg. 
Calcium Pantothenate........ 20 mg. 
Vitamin Biz Activity Concentrate . . 5 mcg. 
2 mg. 
5 Int. units 


Magnesium... 6 mg 
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Squibb Quality —the Priceless Ingredient 


SQUIBB VITAMIN-MINERALS FOR THERAPY 


Dosage: 1 tablet daily or as recommended. 
Supply: Family Packs of 180. 


Bottles of 30, 60, 100, and 1000. 


Available with vitamins only as 


THERAGRAN 


SQUIBB VITAMINS FOR THERAPY 


Bottles of 30, 60, 100 and 1000 capsules 
and Family Packs of 180. 


Also available: Theragran Liquid, bottles of 4 ounces; 
Theragran Junior, bottles of 30 and 100 capsules. 
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PHANTOS ‘and PHANTOS-10 


fit the needs of these “should, but can’t’ reducers 


PHANTOS (full strength) and PHANTOS-10 (two-thirds strength for 
those who can be managed on lower dosage) effectively counteract the 
underlying causes of overeating which make the patient “who just 
can’t stay on a diet” so difficult and discouraging to treat. 

PHANTOS and PHANTOS-10 provide: mood elevation to help allay the 
stress and depression which weaken will power, plus day-long appetite 
suppression # a helpful metabolic boost m convenient once-a-day dos- 
age m alleviation of morning constipation and evening excitation. 
Each PHANTOS or PHANTOS-10 capsule provides these three separately 


for your 
patients 
who meet 
their 
frustrations 
with food 


timed releases throughout the day: PHANTOS PHANTOS-10 
(full (two-thirds 
strength) strength) 

INTERMEDIATE Amphetamine 3.33 mg 

1/360 gr. TT TTT TTT 1/540 gr. 
Amphetamine sulfate................ 3.33 mg. 


*(Warning: May Be Habit-Forming) 
DOSAGE: One PHANTOS or PHANTOS-10 Capsule daily, taken on arising. 
COOPER, TINSLEY LABORATORIES, INC., HARRISON, N. J. 7 


Pennsylvania, annual meeting, Belle- 
vue-Stratford Hotel, Philadelphia, No- 
vember 19-21. Program Chairman, 
Charles Lichtenwalner, Jr., 379 Chest- 
nut St., Pottstown. Executive Secretary, 
Mr. Thomas M. Fogarty, 1941 Market 
St., Harrisburg. 


Rhode Island, annual meeting, Crown 
Hotel, Providence, February 3-4. Sec- 
retary, Joseph C. Andrews, 1447 Main 
St., West Warwick. 


Rocky Mountain Osteopathic Confer- 
ence. Broadmoor Hotel, Colorado 
Springs, March 30-April 3. Secretary, 
C. R. Starks, 1459 Ogden St., Denver 
18. 
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South Dakota, annual meeting, Catar- 
ract Hotel, Sioux Falls, May 1-2. Pro- 
gram Chairman, Herman E. Gegner, 
509 S. Minnesota Ave., Sioux Falls. 
Secretary, Earl W. Hewlett, 417 W. 
27th St., Sioux Falls. 


Tarrant County, annual child health 
clinic, Hotel Texas, Fort Worth, Texas, 
March 19-20. Secretary, M. Virginia 
Poole Ellis, 1001 Montgomery St., Fort 
Worth 7. 


Texas, postgraduate seminar, Baker 
Hotel, Dallas, December 11-12. Pro- 
gram Chairman, Elmer C. Baum, 908 
Nueces, Austin 1. Annual meeting, Ba- 
ker Hotel, Dallas, April 28-30. Pro- 


gram Chairman, Roy B. Fisher, 1001 
Montgomery St., Fort Worth 7. Exec- 
utive Secretary, Phil R. Russell, 512 
Bailey St., Fort Worth 7. 


Washington: See Northwest Osteo- 
pathic Convention. 


West Virginia, annual meeting, Dan- 
iel Boone Hotel, Charleston, May 15-17. 
Program Chairman, Albert Moliskey, 
570 Main St., Follansbee. Executive 


Secretary, Mr. Gilbert D. Brooks, 313 
Berman Bldg., Charleston 1. 
Wisconsin, annual meeting, Lake 


Lawn Lodge, Delavan, May 11-13. Pro- 
gram Chairman, James S. Crane, 407 
W. Silver Spring Dr., Milwaukee 17. 
Secretary, V. L. Sharp, 3924 S. _— 
St., Milwaukee 19. 


State and 
national boards 


Arizona Those interested in profes- 
sional examinations should contact Rus- 
sell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Exam- 
ination in Medicine and Surgery, 2747 
E. McDowell Rd., Phoenix. 

Basic science examinations December 
15 at University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examinations. Address Herman E. 
Bateman, Ph.D., secretary, Board of 
Examiners in the Basic Sciences, Uni- 
versity of Arizona, Tucson. 


Colorado Professional examinations 
December 8-9 at Y.W.C.A. Bldg., Den- 
ver. Address Mrs. Beulah H. Hudgens, 
executive secretary, Board of Medical 
Examiners, 17 Republic Bldg., Denver 2. 

Basic science examinations December 
2-3 at second floor lecture room, 
Y.M.C.A. Building, E. 16th Ave., and 
Lincoln St., Denver. Applications must 
be filed by November 18. Address 
Esther B. Starks, D.O., secretary, Basic 
Science Board, 1459 Ogden St., Den- 
ver 18. 


Connecticut Basic science examina- 
tions February 13. Address Miss M. G. 
Reynolds, executive assistant, Board of 
Healing Arts, 110 Whitney Ave., New 
Haven 10. 


Delaware Examinations January 12- 
14. Address Joseph S. McDaniel, M.D., 
secretary, Board of Medical Examiners, 
Professional Bldg., Dover. 


Florida Examinations December 5-6. 
Address Thomas F. Sheffer, D.O., sec- 
retary, Board of Osteopathic Medical 
Examiners, Las Olas Hospital, 1516 E. 
Las Olas Blvd., Fort Lauderdale. 


Illinois Examinations during January 
at 160 N. La Salle St., Chicago. Appli- 
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the 
multivitamin 


everybody likes 


the complete 
multivitamin in 
the pleasant tasting 


SOF form 


Mulvidre 


melts in the mouth 
no water needed 


BACH TABLET CONTAINS: 


VITAMINS 
1,000 USP Units 


d-Colcium Pa. ‘othencte ..... 

ew Stuort jonex-12 increases Vitamin. B,; 

ibsorption five-fold. 

\OSAGE: 1 tublet daily er more as 

directed by: physician. 

AVAILABLE: Bottles of 50 & 100 tablets 
all pharmacies. 


JART COMPANY + PASADENA, CALIFORNIA \ 
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SPECIFIC 


Avoids unnecessarily 
diffuse or diverse 
drug action; effec- 
tive in economical 
once-a-day dosage 


UNCOMPLICATED 


Has no known contraindi- 
cations; free of hepatic, 
hypotensive, and hemato- 
logic hazards observed 
with phenothiazines 


(BON’-EEN) 


(FORMERLY CALLED 


BONAMINE) 


is the new name 
for the SAME 
superior product 


— Children, usually half the adult dose. 


ESTABLISHED 


6-year record of suc- 
cessful use in daily 
practice; consistently 
favorable reports 


brand of meclizine hydrochloride 


FORMERLY BONAMINE 


SUPPLIED: 
BONINE Tablets, scored, 25 mg. 


BONINE Chewing Tablets, 
mint-flavored, 25 mg. 


BONINE Elixir, cherry-flavored, ideal for 
children, 12.5 mg. per teaspoonful (5 cc.). 


DOSAGE: Adults, 25 to 50 mg. once a day. 


BONINE REFERENCES: 
1. Moyer, J. H.: M. Clin. North America, Mar., 
1957, p. 405. 


2. Seidner, M.: Hlinois #4, J. 109:20, 
3. Charles, C. M.: Geriat’. .s 11:110, 


4. Weil, J. Flori’ Ser 
4:9 No. 3, 1954. 


5. Kinney, J.J . sey $3:128, 1956. 
6. Semm- . 9:586, 1957. 
a «., and Moyer, J. H.: GP 14;124, 


-schner, C. W., et al.: South. M. J. 
1956. 
%, McL., and Bryans, C. Jr. 
1056. 


10. R Air Force 
Motion Sic Sicknes: 1956. 
INDICATIONS: 

Including nausea and vomiting of pregnancy « 
motion sickness * radiation sickness * vertigo 
associated with cerebral arteriosclerosis 


Pfizer} Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
*Trademark 
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IS MOLECULAR ASYMMETRY 
ACCOMPANIED BY AN 


IMPROV ED | 
DOSE-BLOOD LEVEL RELATIONSHIP? 


This question will be answered soon... 


Bristol Laboratories inc., Syracuse, New York 
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offers four beneficial effects 


1. relieves anxiety, tension and related depression 

2. exerts a unique alerting effect in many patients 

3. dispels preoccupation with emotionally induced symptoms such as 
headache, g.i. disturbances and non-specific musculoskeletal pain 

4, normalizes sleeping and eating habits 


WorKING PATIENTS appreciate Compazine’s remarkable freedom from drowsiness 
and the convenient daylong calming effect of a single ‘Compazine’ Spansulet 
capsule, taken on arising. Also available: Tablets, Ampuls, Multiple dose vials, 
Syrup and Suppositories. 


WG) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


remarkable for its freedom from drowsiness and depressing effect 
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“The Pain That Won’t Be Ignored _ 


| *Health Insurance 
®Some of the recent HEALTH articles. 


Nothing in this world is as valuable as your health. When 
we say, ‘“‘Now You Can Buy Health”’, we are not attempt- 
ing to put a price on this priceless commodity. But, you 
can take this opportunity to do the next best thing. By 
sending the Health magazine to your patients and 
friends you will keep them up to date on the latest 

developments in the field of medicine. 


Its down-to-earth and timely articles by expert health 
authorities come to grips with the common disorders that 
pervade our times and endanger the happiness of every 
American home. 


An easy to read magazine for parents and children 
alike, HEALTH is available to patients of osteopathic 
physicians and the general public. 


Yes, it’s true. Now you can buy HEALTH for only $1.00 
per year or $2.50 for three years. 


AMERICAN OSTEOPATHIC ASSOCIATION + 212 EAST OHIO STREET + CHICAGO 11, ILLINOIS 


NOW YWOvuU CAN BUY 
«When M Waste AWAY 
A-144 


Health offers interesting articles written in 
understandable language about everyday 
health problems. 


OFFER 
Use this provided subscription card for 
Subscription to your family .. . your friends. 
HEALTH Advertisement facing this card tells about 
MAGAZINE HEALTH. 


What better way is there to express your 
feelings during the holiday season. Send 
HEALTH greetings to yourself, your friends 
and your family. 


Send in the postage pre-paid card today! 


year $1.00 
3 years $2.50 


Please start my subscription to HEALTH MAGAZINE 


(] for 1 year at $1.00 
(] for 3 years at $2.50 


My Name 


My Address 


Zone State 


City. 
Check enclosed [] 
If subscription is for someone else, please indicate below: 


Please bill me [] 


Name 


Address__ 


City. 


Please start my subscription to HEALTH MAGAZINE 


(] for 1 year at $1.00 
(] for 3 years at $2.50 


My Name 


My Address. 


Zone State. 


City. 
Check enclosed [] 


If subscription is for someone else, please indicate below: 


Please bill me [J 


Name 


Address_ 


City. 
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cations must be filed 15 days prior to 
examinations. Address Mr. Frederic B. 
Selcke, superintendent, Department of 
Registration and Education, State House, 
Springfield. 


Iowa The Board of Osteopathic Ex- 
aminers has listed its new officers as 
Roger B. Anderson, Sioux City, chair- 
man, and W. S. Edmund, Red Oak, 
secretary. 

Basic science examinations January 
12 at the Capitol Building, Des Moines. 
Address Elmer W. Hertel, Ph.D., sec- 
retary, Board of Basic Science Exam- 
iners, Wartburg College, Waverly. 


Kansas Examinations in January. Ad- 
dress Francis J. Nash, M.D., secretary, 
Board of Healing Arts, New Brother- 
hood Bldg., Kansas City. 


Massachusetts Examinations January 
12. Address David W. Wallwork, M.D., 
secretary, Board of Registration in Medi- 
cine, Room 37, State House, Boston 33. 


Michigan Basic science examinations 
in February. Address Mrs. Anne Baker, 
secretary, Board of Examiners in the 
Basic Sciences, 116 Mason Bldg., Lan- 
sing. 


Minnesota Basic science examina- 
tions January 5 at University of Minne- 
sota, Minneapolis. Address Raymond N. 
Bieter, M.D., secretary, Board of Ex- 
aminers in the Basic Sciences, 105 Mil- 
lard Hall, University of Minnesota, 
Minneapolis 14. 


Nebraska Basic science examinations 
January 12-13. Address Mr. R. K. Kirk- 
man, Director, Bureau of Examining 
Boards, Department of Health, State 
Capitol Bldg., Lincoln 9. 


Nevada Professional examinations in 
January. Address John H. Pasek, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 205-10 First National Bank Bldg., 
Minden. 

Basic science examinations January 5. 
Address Kenneth C. Kemp, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9355, University of Ne- 
vada, Reno. 


New Jersey Examinations January 
19-22. Address Mr. Michael E. H. 
Sweeney administrative secretary, Board 
of Medical Examiners, Room 1407, 28 
W. State St., Trenton 8. 


New Mexico Professional examina- 
tions January 15. Address L. D. Bar- 
bour, D.O., secretary, Board of Osteo- 
pathic Examination and_ Registration, 
Roswell Osteopathic Hospital, Roswell. 

Basic science examiners January 17. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


Ohio Examinations December 15-17 
at Columbus. Applications must be filed 
by December 3. Address H. M. Platter, 
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Advertisement 


Someone once said, ‘When the experts 
disagree, the ignorant may choose.” 


Many clinicians who are using ultra- 
sonic therapy in their medical prac- 
tice now agree that there are effects 
from ultrasonic energy other than the 
proven deep-heating effect on selec- 
tive tissues, and that this deep heat 


lar micromassage” effect produced in 
normal or pathological tissue’. 


AN EXPERIMENT 

Pour a handful of oil into the palm 
of one hand, dip the transducer head 
in oil and place it to the back of the 
hand in firm contact, adjust the in- 
tensity to 1 watt per CM° and move 
the transducer back and forth or in a 
spiraling motion. Now watch the en- 
ergy activate the oil in the palm of 
the hand through your hand. What is 
this energy doing to the tissues? Who 
can say? What does aspirin do to the 
system? During the last nine years 
the author has made this demonstra- 
tion with a Birtcher Megason V as 
often as 50 times a day in the physi- 
cian’s office, hospital, clinic, home 
and at conventions — with no ill ef- 
fects. 

More than 20,000 physicians are 
using ultrasonic therapy. Although 
there are over 3,000 published re- 
ports — all encouraging — still, the 
whole story is not told. Approxi- 
mately 19,000 of these physicians 
have no time to write up their suc- 
cesses for publications. The author 
has assisted many hundreds of these 
physicians in the treatment of house- 
maid’s knee, tennis elbow, low back 
pain, wry neck, bursitis, Bell’s palsy, 


facturer’s representative and a patient. 


is secondary to the “stirring or cellu-. 


PHYSICAL MEDICINE 


Unpublished Observations 


on Ultrasonics 


sprains, strains, muscle pain and 
spasm, contused fingers and toes, si- 
nusitis, charley horses, frozen should- 
ers, prostatis (through the perineal 
triangle), nerve injuries, and what- 
not. In all cases the usual get-well 
time was cut in half and many times 
the results were dramatic after only 
one treatment. Oh, yes, — don’t for- 
get, Peyronie’s Disease — treat the 
part under water with 1 to 1.5 watts 
per CM’ for 5 minutes daily, or 3 
times a week. 

The Veterinarian doctor also has 
discovered ultrasonic energy. The re- 
sults of treatment with ultrasound 
have been particularly outstanding* 
on suspensories, popped ocelots, stifle, 
mushy knees, puffiness around the 
sesamoid. Do you have a jumping 
horse with a swollen fetlock ?—treat 
it with ultrasound and he'll jump 
again in three months rather than the 
usual six to eight months. Did you 
ever see a horse stand immobile for 
10 hours suffering from urine reten- 
tion and after 5 minutes of ultra- 
sound over the bladder relieve itself 
in 10 to 15 minutes? This is standard 
therapy for Veterinarians familiar 
with ultrasound. Too, the Veterinar- 
ian has honest patients with no insur- 
ance problems to cause malingering. 

Doctor, if you are not using ultra- 
sound, try it. You have nothing to 
lose and patient satisfaction to gain. 

A 64 page booklet entitled “Ultra- 
sonics in a Nutshell,” which contains 
abstracts from many of the most 
thorough of the published reports on 
ultrasonics, is available from The 
Birtcher Corporation Dept. JOA-1159 
4371 Valley Blvd., Los Angeles 32, 
California. 


1. Herman J. Bearzy; Kenneth Phillips; Jerome W. Gersten—‘‘Modern Medicine’’—March 
15, 1959. *9 years of field work and communications to the author. The author is a manu- 


M.D., secretary, Medical Board, 21 W. 
Broad St., Columbus 15. 


Oklahoma Board of Osteopathy has 
appointed Fred D. Parman, Checotah, 
to its membership. 


Oregon Examinations in January. 
Address Mr. Howard I. Bobbitt, exec- 
utive secretary, Board of Medical Ex- 
aminers, 609 Failing Bldg., Portland 4. 


Rhode Island Professional examina- 
tions January 7-8 at Providence. Ad- 
dress Mr. Thomas B. Casey, Adminis- 
trator of Professional Regulation, 366 
State Office Bldg., Providence. 

Basic science examinations February 
10 at Room 366, State Office Bldg., 


Providence. Applications must be filed 
2 weeks prior to examinations. Address 
Mr. Casey. 


South Carolina Examinations No- 
vember 17 at Columbia. Address Ernest 
A. Johnson D.O., secretary, Board of 
Osteopathic Examiners, Box 525, Sum- 


merville. 


South Dakota Professional examina- 
tions January 19-20. Address Mr. John 
C. Foster, executive secretary, 
of Medical and Osteopathic Examiners, 
Room 300, First National Bank Bldg., 
Sioux Falls. 

Basic science examinations December 
4-5 at Medicine and Science Bldg., Uni- 
versity of South Dakota, Vermillion. 
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. . which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


Maa.ox® an efficient antacid suspension of magnesium-aluminum hydroxide 


gel offered in bottles of 12 fluidounces. 


TaBLet MAALox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 
TasBLet MAALox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 


fuls), Bottles of 50 and 250. 
Samples on request. 


H. Rorer, Inc., Philadelphia 44, Pennsylvania 


Applications must be filed by November 
24. Address Gregg M. Evans, Ph.D., 
secretary, Basic Science Board, 310 E. 
15th St., Yankton. 


Tennessee Professional examinations 
in February and August at Nashville. 
Address M. E. Coy, D.O., secretary, 
Board of Examination and Registration 
for Osteopathic Physicians, 1226 High- 
land, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 62 S. Dunlap, Memphis 3. 


Texas Examinations December 3-5 at 
the Hilton Hotel, Fort Worth. Applica- 
tions must be filed 10 days prior to ex- 
aminations. Applications for reciprocity 
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must be on file 30 days ahead. Address 
M. H. Crabb, M.D., secretary, Board 
of Medical Examiners, 1714 Medical 
Arts Bldg., Fort Worth 2. 


Utah Examinations during January. 
Address Mr. Frank E. Lees, director, 
Registration Division, Department of 
Business Regulation, State Capitol, Salt 
Lake City 14. 


Vermont Examinations January 20- 
21 at Montpelier. Applications must be 
filed by January 10. Address Charles 
D. Beale, secretary, Board cf Osteo- 
pathic Examination and Registration, 
Mead Bldg., Rutland. 


Washington Professional examina- 
tions January 11-13 at Health Science 


Bldg. University of Washington, Seattle. 
Applications must be filed 15 days prior 
to examinations. Address Mr. Thomas 
A. Carter, secretary, Professional Divi- 
sion, Department of Licenses, Olympia. 

Basic examinations January 6-7 at 
Health Science Bldg., University of 
Washington, Seattle. Applications must 
be filed 15 days prior to examinations. 
Address Mr. Carter. 


Wisconsin Professional examinations 
January 12 at Madison. Address Thomas 
W. Tormey, Jr., M.D., secretary, Board 
of Medical Examiners, State Office Bldg., 
1 W. Wilson St., Madison. 

Basic science examinations December 
5 at Marquette University School of 
Medicine Auditorium, Milwaukee. Ap- 
plications must be filed by November 
26. Address Mr. W. H. Barber, secre- 
tary, Board of Examiners in the Basic 
Sciences, Ripon College, Ripon. 


Wyoming Examinations February 1 
at Cheyenne. Address James W. Samp- 
son, M.D., secretary, Board of Medical 
Examiners, State Office Bldg., Cheyenne. 


British Columbia Examinations in 
January. Address Lynn Gunn, M.D., 
registrar, Council of College of Physi- 
cians and Surgeons, 1807 W. 10th Ave., 
Vancouver 9. 


Reregistration 
of osteopathic licenses 


December 1—District of Columbia, $4. 
Address Mr. Paul Foley, Deputy Direc- 
tor, Department of Occupations and Pro- 
fessions, 1740 Massachusetts Ave., N.W., 
Washington 6. 


December 1—Georgia, $3. If renewed 
after December 31, $10. Address Mr. 
C. L. Clifton, joint secretary, Examining 
Boards, 224 State Capitol, Atlanta. 


December 1—Oregon, resident, $15; 
nonresident, $5. Address Mr. Howard I. 
Bobbitt, executive secretary, Board of 
Medical Examiners, 609 Failing Bldg., 
Portland 4. 


December 31—Tennessee, $5. Address 
M. E. McCoy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 


son. 


Prior to January 1—Arizona, not more 
than $10. Address Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 


January 1—California, $17 for resi- 
dents and nonresidents. Address Glen 
D. Cayler, D.O., secretary, Board of 
Osteopathic Examiners, 1013 Forum 
Bldg., Sacramento 14. 


January 1—Florida, $10. Address 
Thomas F. Sheffer, D.O., secretary, 


4 


with new Sinutab 


Sinutab aborts pain, decongests posaceE: Adults, two tablets every four hours. Pro- 


‘ phylactically, one tablet every four hours. Children 
and provides patient- comfort 6 to 12 years, one-half adult dose. supPLiep: Bottles 
of 30 tablets. sINUTAB FORMULA- 


Sinutab aborts pain with two analgesics, tion: N-acetyl-para-aminophenol 
t all t li (APAP), 150 mg., (2% gr.); Ace- 
systemically opens air passages to relieve —_iphenetidin, 150 mg, (244 gr.); 


stuffiness and congestion and provides _— Phenylpropanolamine HCl, 25 
mg., (% gr.); Phenyltoloxamine Di- 
patient-comfort with mild tranquilization. hydrogen Citrate, 22 mg., (V4 gr.) 
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Can antacid therapy 
be made more effective a 
and more pleasant? 


MOST SIGNIFICANT IMPROVEMENT IN 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


_ Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short poly- 
. mer dried aluminum hydroxide gel, (stabilized with hexitol), with 75 mg. magnesium hydroxide. 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4..No constipation - No acid rebound 

5. More pleasant to take 


: 


a new high in effectiveness 


and palatability 


CREAMALIN NEUTRALIZES MORE ACID FASTER 


Quicker Relief Greater Relief 


Acid neutralization with 10 leading antacid tablets* 
(per gram of active ingredients) 


E 
= 

A 

D 

widely 

prescribed 

antacid 

tablets 

H 


Tablets were powdered and suspended In distilled water In a constant temperature 
container (37°C) equipped with mechanical stirrer and pH electrodes. Hydrochioric 
acid was added as needed to maintain pH at 3.5. Volume of acid required was 
recorded at frequent intervals for one hour. 


Do antacids have to taste 
like chalk? 


HO OH OH 

Al-O-P Al-O-C-OK | HEXITOL 
HO OH | OH 


n is at least 1 and averages less than 6. X is a cation. 


CREAMALIN NEUTRALIZES MORE ACID LONGER 
Lasting Relief 


Duration of action at pH from 3 to 5* 
(per gram of active ingredients) 


new 


tablets 


*Hinkel, E. T., Jr., Fisher, M. P. and Tainter, M. L.: A new highly reactive aluminum 
hydroxide complex for gastric hyperacidity. To be published.. 
**pH stayed below 3. 


No chalky taste. New CREAMALIN tablets 
are not chalky, gritty, rough or dry. They 


are highly palatable, soft, smooth, easy to 


chew, mint flavored. 


« NO ACID REBOUND + NO CONSTIPATION 
« NO SYSTEMIC EFFECT 


Adult Dosage: Gastric hyperacidity: 2 to 4 tablets 
as necessary. Peptic ulcer or gastritis: 2 to 4 tablets 
every two to four hours. Tablets may be chewed, 
swallowed with water or milk, or allowed to dis- 
solve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES + NEW YORK 18, NEW YORK 


DREAMALIN 
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“You won't need 
the pillows, 
Mrs. Smith” 


When hemorrhoids disturb 


an otherwise smooth 
pregnancy, a touch of 
Americaine relieves the pain... 


in minutes... for hours! 


Nothing relieves 
surface pain like 


January—Alberta. No_ registration. 
Pay $10 a year membership in the Col- 
lege of Physicians and Surgeons, Al- 
berta. Address G. B. Taylor, acting 
registrar, Medical Board, Office of the 
Registrar, University of Alberta, Ed- 
monton. 


During January—Connecticut, $5. Ad- 
dress Frank Poglitsch, D.O., secretary, 
Osteopathic Examining Board, 300 Main 
St., New Britain. 


ARNAR-STONE LABORATORIES, INC., Mount Prospect, Illinois 


During January—Minnesota, $2. Ad- 
dress Wallace F. Kreighbaum, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 2748 Hennepin Ave., Minneap- 
olis 8. 


During January—North Carolina, $5. 
Address Joseph H. Huff, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, 614 Fountain Pl., Box 
1177, Burlington. 


During January—Wisconsin, $3. Ad- 
dress Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg., 1 W. Wilson St., 
Madison. 


January 31—British Columbia, amount 
of fee set at annual meeting of Council 
of College of Physicians and Surgeons. 
Address Lynn Gunn, M.D., registrar, 
Council of College of Physicians and 
Surgeons, 1807 W. 10th Ave., Vancou- 
ver 9. 


February 1—Vermont, $3 residents; $2 
nonresidents. Address Charles D. Beale, 
D.O., secretary, Board of Osteopathic 
Examination and Registration, Meade 
Bldg., Rutland. 


Examination 
by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons, 
Inc. conducts Parts I and II of its ex- 


Board of Osteopathic Medical Exam- 
iners, Las Olas Hospital, 1516 E. Las 
Olas Blvd., Ft. Lauderdale. 


January 1—Maine, $4. Address George 
F. Noel, D.O. secretary, Board of Os- 
teopathic Examination and Registration, 
20 Monument Square, Dover-Foxcroft. 


January 1—Manitoba, $5. Address W. 
Kurth, D.O., secretary, Licensing Board 
of Osteopathic Physicians, 248 Moorgate 
Blvd., St. James, Winnipeg 12. 


January 1—New York, $6, biennially. 
A physician receiving a license the sec- 
ond year of any bienniel registration pe- 
riod pays a fee of $3 for a certificate 
expiring December 31 of such second 
year. Address Dr. John W. Paige, Chief, 
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Bureau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany 7. 


January 1—Ontario, $35. Address D. 
Gordon Campbell, D.O., secretary, 
Board of Directors of Osteopathy, 2 
Bloor St., E., Toronto 5. 


January 1—Saskatchewan, $30. Ad- 
dress Anna E. Northup-Little, D.O., 
2228 Albert St., Regina. 


January 1—Texas, $5. Address M. H. 
Crabb, M.D., secretary, Board of Medi- 
cal Examiners, 1714 Medical Arts Bldg., 
Fort Worth 2. 


January 1—Utah, $3. Address Wilford 
G. Hale, D.O., secretary, Osteopathic 
Examining Board, 506 W. Second St., 
S., Logan. 


aminations on the first Thursday and 
Friday of each May and December at 
the six approved colleges. Application 
blanks may be obtained from the secre- 
tary of the Board or the dean of the 
college, and the completed application 
blank, together with check for the part 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 
preceding the examination. © 
Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemis- 
try; general pathology; and bacteriology, 
including parasitology and immunology. 
Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 


by 
(Ethyl-p-aminobenzoate ASL) 
Topical Anesthetic Ointment and Aerosol 
| 
| 


Patients often have odd or humorous ways of describing their 

symptoms, their discomfort . . . even themselves. When they say 

‘ that “they like steak, but steak doesn’t like them” . . . or tell 
you that “I love them—but hot dogs bite back”, they are 

colloquially expressing their symptoms of indigestion T 

whether this be gas, bloating or other gastric complaints. 

Nature, unassisted, often is unable to stimulate the secretion 


of sufficient HCI to properly activate peptic digestion of Dp oO G , 
protein, especially for those of us 35 or over. For those 
patients the revolutionary, new Dartell accelerated digestant, 
ACCELACID Tablets, affords fast, efficient relief . 2 
enables most patients to again add delicious, Wf oO 


essential, health-giving protein dishes to their daily diet. 
New ACCELACID Tablets swiftly disintegrate in the stomach, 
instantly releasing pepsin-activating hydrochloric acid . T | 
just as Nature does . . . right at the start of the satel. a 

There is no dangerous delayed release to impair the normal 
discharge of the stomach’ s content, 3 or 4 hours 

after the meal. ACCELACID follows “Nature’s own” 
acidulating pattern of gastric secretion. 

Order ACCELACID, in instant release Accele-Tab form, 
Today . . . Now your patients, and yourself, no longer 
need to fear the consequences of healthful, 

mealtime proteins. “Now . . . with new, “natural-fast” 
ACCELVACID, “Hot Dogs Won't Bite!” 


+Accele-Tabs: Dartell 
Laboratories’ Trade Mark 
for accelerated action, 
instant release tablets. . 

*Release starts in 
seconds—complete 
release in minutes. 


Instant Release* 


FAST ACTING ACCELE* TABSt 


ANOTHER FINE FORMULA - PRODUCT OF ADVANCED BIOCHEMISTRY 


DARTELL LABORATORIES 


LOS ANGELES 15, CALIFORNIA * OFFICES IN PRINCIPAL CITIES 
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With Tampax, women can keep active, teei tree — 
as they would any other time of the month. 


Millions of women have used billions of Tampax. 
Invented by a doctor for the benefit of all women 
...married or single, active or not. 

Proved by over 25 years of clinical study. 


Tampax® internal sanitary protection is made only by Tampax Incorporated, Palmer, Mass, 
Samples and literature will be sent upon request to Dept..AOA 119. 
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Schering 


1 PINT 


POLARAMINE 


EXPECTORANT 


Caution: Federal law prohibits 


g without p ip 


4 Each 5 cc. (one teaspoonful) contains 
Dexchiorpheniramine Maleate mg. 


Sodium Benzoate (as preservative! 0.1% 
Alcohol 15% 


Usual Dose: 
Adults—One to two teaspoontuls three 
or four times a day. 

Children One-half to one teaspoonful 
three or four times a day 
Professional hterature avaiable 

on request. 


Schering Corporation 
ROOM 


Because POLARAMINE Expectorant —Polaramine plus d-isoephedrine sulfate 
and glyceryl guaiacolate — Restores congested mucous membranes of the entire 
respiratory tract to normal...gently, rapidly... within only 15 to 30 minutes 
® Relieves unproductive coughing by increasing respiratory tract fluid output 
and by facilitating expectoration # Treats effectively the allergic components 
of respiratory illness # Is delicious...a new, different flavor. 

POLARAMINE Expectorant is particularly valuable for the relief of coughs and complications of 
allergic conditions and the allergic manifestations of respiratory illnesses. 

Each teaspoonful (5 cc.) of POLARAMINE Expectorant contains 2 mg. POLARAMINE Maleate (dex- 
chlorpheniramine maleate), 20 mg. d-isoephedrine sulfate and 100 mg. glyceryl guaiacolate. 


Dosage: Adults, 1 or 2 teaspoonfuls, 3-4 times daily; Children, %4 or 1 teaspoonful, 3-4 times daily. 
Supply: 16 oz. bottles. SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY EN-1495-9 
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‘seconds 


A few 


can 


save years of frustration 


AO H-R-R Color Vision Test — More 
comprehensive than any other single 
test available. A simple, reliable, yet in- 
expensive method for detecting, classi- 
fying and estimating the degree of Red- 

reen and/or Blue-Yellow color vision 
deficiencies. The AO H-R-R Color 


AO Projection Magnifier—low-cost 
reading aid offers a new world of 
learning to children with impaired 
vision. Now, many can attend regu- 
lar classes with their more fortunate 
classmates. The AO Projection Mag- 
nifier is portable... just plug in and 
switch on. Place reading material- 
standard text books, magazines or 
newspapers on free-moving platform 
and read direct from 4%" x12” illum- 
inated screen. Two models available 
—one enlarges 3 times; the other, 
5 times. 
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Vision Test is approved by the Inter- 
Society Color Council. For most people 
testing requires but a few seconds... 
but can save years of frustration when 
conducted early enough to guide voca- 
tional endeavor. 


AO School Vision Screening Test — 
One out of five school children 
need professional eye care. The AO 
School Vision Screening Test is the 
best way to determine who they are. 
It presents the basic Massachusetts 
Vision Test elements fast and effi- 
ciently at the standard 20 feet and 16 
inches. By simple “pass-fail’’ tests 
you can readily determine which 
children should be referred to an eye 
specialist for possible vision care. 
Entire unit folds into compact carry- 
ing case...can service any number of 
schools. 


Dept. W175—Please send full information on: 
O AO Projection Magnifier 
0 AO School Vision Screening Test 
O AO H-R-R Color Vision Test 


Name 


City. Zone___ State 


Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of 
the Board and by a panel of associate 
examiners. Subjects covered in Part III 
are: anatomy; physiology; pathology; os- 
teopathic principles, therapeutics and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of 
a 1 year internship in a hospital ap- 
proved by the American Osteopathic 
Association for intern training. Part III 
is given annually. 

The National Board of Examiners 
will conduct the 1960 Part III exam- 
inations as follows: 

College of Osteopathic Physicians 
and Surgeons—March 19-20 

Philadelphia College of Osteopathy— 
April 23-24 

Detroit Osteopathic Hospital—April 
23-24 

Kansas City College of Osteopathy 
and Surgery—April 23-24 

All candidates who are now serving 
an internship may file an application 
for Part III when 6 months of the in- 
ternship has been completed. All others 
eligible for Part III whose internships 
of 1 year have been completed may file 
at any time. All applications must reach 
the office of the secretary not less than 
30 days prior to the examinations. 

All candiates are reminded that the 
examinations must be completed within 
a period of 7 years. Candidates who 
took Part I in 1953 must take Part III 
in 1960 or forfeit the right to complete 
the examinations. 

Eligibility requirements are as fol- 
lows: Part I, satisfactory completion of 
the first 2 quarters or trimesters of the 
sophomore year in an approved school 
of osteopathy; Part II, satisfactory com- 
pletion of Part I and of the first two 
quarters or trimesters of the senior year 
in an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year in- 
ternship approved by the American Os- 
teopathic Association. 

Applications must be filed with the 
secretary of the Board not less than 30 
days prior to the examination dates. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


Specialty 
board examinations 


Pediatrics examinations February 19- 
20 at the Hilton Hotel, San Antonio, 
Texas. Address Betsy B. MacCracken, 
D.O., secretary, American Osteopathic 
Board of Pediatrics, 1721 Griffin Ave., 
Los Angeles 31. 
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IMPROVING ON NATURE 


This great river has been made more valuable to man because its power has been har- 
nessed by this dam. Proloid, the only improved but complete thyroglobulin, offers 
similar evidence of man’s ingenuity in improving on nature. 

Proloid restores patients to a euthyroid state — but does so safely and smoothly. Our 


exclusive double assay assures unvarying potency from prescription to prescription. 
Three grains of Proloid daily is the average dosage for patients with mild forms 


of hypothyroidism. 


| 


MORE 
HIGHLY INDIVIDUALIZED 


THERAPY 
when the FOR THE 
is more “IN-BETWEEN” requires less 
than salicylates than 
alone steroids 


can control... alone 
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wider latitude in adjusting dosage 

ARISTOGESIC is particularly effective for relief of chronic — 
but less severe — pain of rheumatic origin. ARISTOGESIC com- 
bines the anti-inflammatory effects of ARISTOCORT® Triam- 
cinolone with the analgesic action of salicylamide, a highly 


potent salicylate. Dosage requirements for ARISTOGESIC are © 


substantially lower than generally required for each agent 
alone. The exceptionally wide latitude of dosage adjustment 
with ARISTOGESIC permits well-tolerated therapy for long 
periods of time with fewer side effects. 

Indications: Mild cases of rheumatoid arthritis, tenosynovitis, syno- 
vitis, bursitis, mild spondylitis, myositis, fibrositis, neuritis, and cer- 
tain muscular strains. 

Dosage: Average initial dosage: 2 capsules 3 or 4 times daily. Main- 
tenance dosage to be adjusted according to response. 

Precautions: All precautions and contraindications traditional to 
corticosteroid therapy should be observed. The amount of drug used 
should be carefully adjusted to the lowest dosage which will suppress 


symptoms. Discontinuance of therapy must be carried out gradually 
after patients have been on steroids for prolonged periods. 


Each ARISTOGESIC Capsule contains: 


ARISTOCORT® Triamcinolone 0.5 mg. 
Salicylamide 825 mg. 
Dried Aluminum Hydroxide Gel .................0:.cc00000 75 mg. 
Ascorbic Acid ............ 20 mg. 
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ABDEC Kapseals encourage mainteliiace of 
schedules your patients 


4 Vitamin B, (6) 


PARKE, DAViS COMPANY 
DETROIT 32, MICHIGAN © 


‘They feel truly “ -up” taking ABDEC 
ABDEC Kapseals are supplied in bottles of 


NEWBORN... 
for 

tranquil 
newborns 


THE ONLY LIQUID FORMULA FOOD WITH A GUARANTEED PHYSIOLOGIC Ca:P RATIO OF 1%4:1 
plus all other significant nutritional advantages established by BrREm1L Powdered 


LIQUID Bremil 


CONVENIENT AND UNIQUE FOR ROUTINE PHYSIOLOGIC INFANT FEEDING 
Physiologic Ca:P ratio minimizes hyperirritability. 

Added methionine inhibits diaper rash. 

Physiologic carbohydrate (lactose) helps avoid perianal dermatitis. 

Virtual freedom from volatile fatty acids and fine emulsion 


minimize digestive upsets. 


Physiologic renal solute load lessens danger of dehydration during stress. 
Complete in “metered” multivitamins and carbohydrate. 


Standard dilution: 1 part Liquid BREMIL with 1 part water. 


Available at all drug outlets in 13-fl.oz. tins; 24 to the case. Still available — 


established Bremit Powdered in 1-lb. tins. 


PHARMACEUTICAL DIVISION / 350 Madison Avenue, New York 
BREMIL MULL-SOY * DRYCO BETA LACTOSE KLIM 


Accidents among 
preschool children* 


Fatal accidents now take a toll each 
year of about 4,700 children past their 
infancy but not yet of school age. These 
deaths account for more than one fourth 
of the total at ages 1-4. At this early 
stage of life, accidents cause about twice 
as many deaths as pneumonia and nearly 


*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, August 1959. 
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3 times the number from cancer in all 
its forms. This is far from a satisfac- 
tory situation even though it represents 
a substantial improvement over that of 
only a few years earlier. 

Within the short span from 1949 to 
1957, the death rate from accidents at 
ages 1-4 in the United States declined 
from 38 to 31 per 100,000. Boys had 
the more rapid decline in mortality 
from accidents, the reduction from 1949 
to 1957 amounting to 22 percent, com- 
pared with 13 percent for girls. How- 
ever, the margin between the sexes is 
still appreciable; the death rate in 1957 


for boys 1-4 years old was 25 percent 
above that for girls of the same ages. 

Within the age period 1-4 years, the 
death rate from accidents declines with 
each successive year of age. For boys 
in 1956-57, a steady drop from a rate 
of 45.4 per 100,000 at age 1 to 263 
at age 4. Among children 2-4 years of 
age, the death rate from fatal injuries 
among boys averages about one third 
above that for girls, but at age 1 the 
difference is appreciably less. 

Outstanding among the accident fa- 
talities among preschool children are 
those involving motor vehicles, which 
account for 31 percent of accidental 
deaths .at ages 1-4, This proportion 
ranged from one fourth at age 1 to two 
fifths at age 4. Most motor vehicle acci- 
dents involving preschool children are 
on streets and highways. Relatively few 
children in such traffic accidents were 
passengers in cars. The nontraffic motor 
vehicle fatalities occurred principally in 
private driveways and yards, household 
garages, and similar places. 

Fires and explosions rank second as 
a cause of fatal injury among preschool 
children, accounting for one fifth of all 
their accidental deaths. Most are vic- 
tims of asphyxiation or burning to death 
in their home, sometimes when left with- 
out a responsible older person in charge. 
Deaths from fires and explosions are 
relatively more frequent among. girls 
than boys, reflecting their greater tend- 
ency to stay around the home. Burns 
caused by scalds from hot liquids, steam, 
and other hot substances add materially 
to the number of accidental deaths 
among preschool children. 

The high toll from drownings among 
preschool children calls for special pre- 
ventive measures. Such deaths account 
for one sixth of all accident fatalities 
among boys at ages 1-4 years and for 
one tenth among girls at the same ages. 
Most of these drownings occur on or 
near the home premises. Also of special 
importance in the fatal accident picture 
among preschool children is the toll 
taken by poisonings by solids or liquids, 
particularly at ages 1-2 years. These 
poisonings account for one eighth of 
the accidental deaths at 1 year of age, 
the proportion dropping below 2 per- 
cent at age 4. An important factor in 
the control of such deaths is the es- 
tablishment of poison control centers 
in almost every State. Among the other 
significant causes of fatal accidents at 
the preschool ages are falls and choking 
by aspiration or swallowing of food and 
miscellaneous objects. Youngsters at 
ages 1 and 2 years are particularly vul- 
nerable to fatal injury from falls and 
by choking. 

The primary responsibility for the 
control of mishaps among preschool 
children rests upon their parents. They 
must provide good supervision, remove 
hazards, teach simple safety measures, 
and set good examples at all times. 
However, physicians, especially pedia- 
tricians, are making major contributions 
in advising parents on the principles of 
accident prevention and by promoting 
community programs for child safety. 
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for 


day-lon 


1 TABLET PER DAY * 


One Amvicel-X tablet taken after crising rélegses the key ap ji } tite 
weight control factors over a 10-12 hour period af a cons 


trolled uniform rate. cont rol 


ONE TABLET CONTAINS IN EXTENDED RELEASE FORM: 
to inhibit appetite d-Amphetamine Sulfate. 15 mg. 


Amoborbital 
to offset nervous stimulation 
©? Phenobarbital 
plus 9 vitamins and 7 minerals to provide important nutrients 
often deficient in o restricted diet. 


VITAMINS: A, 5,000 USP unite; AINERALS: Calcium, 225 mg., Cope 
500 USP units; C, 75 mg; 8), 3. mgs per, 0.75 mgytren, mg.7 lodine; 

0.5 8.2 os HONEX- 0.15 mgy Monganese, 1 
12*, 3 Niocinamide, 30 mg.; phorus, mgz Zinc; 0.3 my, 
d-Celcium fothengte, 5 mg, 


*Stuort's absormtlon-enhancing complex of Vitemin from Cobeiomin} 


SUGGESTED DOSAGE: 1 iablet taken offer arising supplies 
uniform appetite control throughout the day, 


SUPPLIED: Bottles of 100 ond 500 orange copaule-shomed 
tablets at all pharmacies 
Low in cost to your potients. 


THE STUART COMPANY 
PASADENA, CALIFORNIA 


Amvicel 


1 TO 3 TABLETS PER DAY 
Amvicel provides flexible dosage ideal for controlling the appetite at spe- 
cific times, either before meal-time or at snack-time. . 
EACH AMVICEL TABLET CONTAINS: for 
to inhibit appetite ] 
d-Amphetamine Sulfate SMQ. 
to offset nervous. stimulation mead 
to provide bulk 
plus 9 vitamins and 7 minerals to provide important nutrients often deficient . 
in a restricted diet. appetite 
SUGGESTED DOSAGE: One to three tablets daily. One tablet to be taken 
one-half to one hour before each meal. contro l 
SUPPLIED: Bottles of 100 and 1000 dark red capsule-shaped tablets at all : 
pharmacies. 
Low in cost to your patients. 
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ARE YOU 
ACHIEVING 
TRUE COLD 


STERILIZATION 


IS LETHAL TO— FUNGI, BACTERIA, VIRUSES, RESISTANT 
SPORES —IN LESS THAN 1 HOUR—AND YET IS NON-TOXIC! 


(a group of hypochlorous deriva— ; 


$$ 
id 4 4 i 
ARTICLES ond #0 Wie A 
AYP 
® 


PREVENT CROSS-INFECTION! 
Sterilize with WAREXIN 


Can safely be used for: 


1. All instruments made of stainless steel or other 
widely used corrosion-resistant alloys —even fine stainless 
hypodermic needles. 


2. Articles made of rubber, plastic, non-porous fibers, 
glass, porcelain, enamel. 

3. Complex equipment such as anaesthesia apparatus, heart-lung 
machines, artificial kidneys, etc. 

4. Containers such as colostomy bags, urinals, air filters. 

5. Special surfaces: hospital and laboratory walls, floors, tables. 


MIX WITH ORDINARY TAP WATER 


Because Warexin concentrate 
is a true Cold Sterilizing Agent, 
it is unnecessary to use distilled 
water. Just add 1 level measure 
to each quart of tap water. 
Warexin solution gives you 
effective kill in 1 hour or less. 


ECONOMICAL! A 5 oz. bottle 
makes 12-16 quarts of 
solution. Cost: approximately 
27¢ a quart! 


RUBBER COMPANY 


PROVIDENCE 2, R. 1. 


Lattimer, John K., and Spirito, A. L.: Clorpactin for Tuberculosis cystitis: Instrument sterilization, Journ. of Urology, Vol. 
73, No. 6, June, 1955. * Wolinsky, E., Smith, M. M. and Steenken, Wm. Jr., Tuberculocidal Activity of Clorpactin. A New 
Chlorine Compound, Antibiotic Medicine, 1:382-384, July, 1955. © Sanders, Murray and Soret, M. G.: Virucidal activity of 
WCS-90, Antibiotics and Chemotherapy, Vol. V, No. 11, Nov. 1955. * Gliedman, M. L., Lt. (MC) USNR, Grant, R. N. Capt. 
(MC) USN, Vestal, B.L., B.S., and Karlson, K. E., M.D.; Impromptu Bowel Cleansing and Sterilization, Surgery, 43:282-287. 
© From The Textbook, Extracorporeal Circulation,- Edited by Dr. J. Garrott Allen, Page 87; Charles C. Thomas, Publisher. 
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Fluoridation* 


Statement by 
Arthur S. Flemming 
Secretary, Health, Education, and Welfare 


Surgeon General Leroy E. Burney has 
called my attention to a very significant 
setback in the progress of the fluorida- 
tion program during the last 2 years. 

Although controlled fluoridation has 
been proved over and over again to be 
an inexpensive and completely safe 
means of preventing 65 percent of dental 
decay, only one out of every four peo- 
ple in this country today has this pro- 
tection. 

Moreover—and this is the most dis- 
turbing fact of all—the proportion of the 
population not benefiting from this re- 
markable health measure is actually in- 
creasing. 

Why every community with a public 
water supply has not availed itself of 
the proved dental health benefits of 
controlled fluoridation is difficult for me 
to understand in the light of the fol- 
lowing facts: 

1, Intensive research over a quarter 
of a century shows conclusively that 
water containing a proper amount of 


Reprinted from Public Health Reports, June 
1959. 


fluoride reduces dental decay by about 
65 percent. 

2. Equally conclusive research has 
demonstrated that controlled fluoridation 
is completely safe, causing no bodily 
harm of any kind. 

3. The American Dental Association, 
the American Medical Association, and 
virtually all other scientific and profes- 
sional organizations having competence 
in the field have recommended the fluo- 
ridation of public water supplies. 

4. This protection costs only a few 
cents per person per year. If started in 
childhood, the protection is effective 
over a lifetime. 

5. Controlled fluoridation does not 
mean adding a foreign substance to 
water; all water contains some fluoride. 
Fluoridation of water as a public health 
measure simply means controlling the 
amount of fluoride in a public water 
supply. 

6. Even water containing as much as 
eight times the amount of fluoride rec- 
ommended for prevention of tooth decay 
does not injure a person’s health. Too 
much fluoride in water does cause dis- 
coloration of tooth enamel but has never 
been known to injure health. 

7. Public opinion polls reveal that the 
majority of people who are informed 
about fluoridation are favorably disposed 
to the idea. 

I have inquired into why, in the light 
of all these factors, the extension of 
fluoridation has been lagging in the last 
2 years. 


I have come to the conclusion that it 
amounts basically to this: the opponents 
of fluoridation are a militant minority; 
the proponents of fluoridation, as is so 
frequently the case with proponents of 
new health measures, are an unmilitant 
majority. 

In my review of the situation with 
Surgeon General Leroy E. Burney and 
his associates in the Public Health Serv- 
ice, it seems to me that what is needed is 
a militant majority for fluoridation. 

I am convinced that fiuoridation would 
be proceeding rapidly if the question 
were decided on its merits by informed 
people. 

Some informed people will, of course, 
continue to oppose fluoridation as a mat- 
ter of principle. I respect their views 
even though I cannot, on the basis of the 
scientific evidence, concur in their con- 
clusions. 

But such persons are not, by ad. 
large, the ones who succeed in blocking 
local fluoridation projects. 

For example, some of the most vocal 
opponents of fluoridation are persons 
who have been charged by the Food and 
Drug Administration with making false 
health claims for nostrums and devices 
and thereby influencing their customers 
against seeking needed medical service. 

Dr. George F. Lull, then secretary 
and general manager of the American 
Medical Association, in an editorial in 
Today’s Health, June 1955, used these 
words to describe the opposition to fluo- 
ridation: 


yes, any rheumatic “‘itis’’calls for 


g corticoid-salicylate g 
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SUSAN, THE TECHNICIAN TELLS HOW: 


Patrician’s comfort 
and simplicity 
please everyone”. 


“Our radiologist likes 
the Patrician for flu- 
oroscopy. Traded his 

old unit... got rid of 

tiresome tussles with 
an awkward fluoro- 
scopic screen.” 


“Poor Mrs. Smith had 
tremors — no prob- 
lem for me, though. 
The Patrician ‘200’ 
is built for split-sec- 
ond radiography that 
really ‘stops’ motion.” 


“Miss Jones says 
she ‘feels faint’ — 
I’m glad to know 
the Patrician han- 
dles easily. Switch- 
es quickly from 
fluoroscopy to ra- 
diography...min- $ 
imizes examina- 
tion time for high- 
strung patients.” 


“Tall Johnny stretches 

comfortably. Even 
614 footers are not too 
big for this roomy 
81” table.” 


© Ask your G-E x-ray representative for 
full details on Patrician’s big-table con- 
venience. Or clip this coupon for a copy 
of new illustrated catalog. 


GENERAL @ ELECTRIC 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 

Milwaukee |, Wisconsin, Rm. 

Please send me: 

( New 8-page PATRICIAN bulletin 

(CJ Facts about deferred payment 

CO MAXISERVICE® all-inclusive rental plan 


Name. 


Add: 
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“In addition to the sincere opposition As D. Lull implies, the kind of oppo- the efficacy of fluoridation, public opin- de 
which merits respect, there is the usual sition to fluoridation which we are now ion polls indicate that a majority of sl 
hue and cry from those who take every experiencing is by no means new in the citizens desire to take advantage of this 
opportunity to discredit medical science public health field. Indeed, this oppo- established health measure. 
and legitimate public health progress. We _ sition is very similar to that which arose Yet this is clearly what is happening 
will find in the antifluoridation camp the in the early days of such invaluable in a number of communities large and di 
antivaccinationists, the antivivisectionists, health measures as chlorination of public small. For example, a poll by Elmo tl 
the cults and quacks of all descriptions, water supplies, pasteurization of milk, Roper and associates in 1957 showed w 
in short, everyone who has a grudge nd vaccination. Owing in large part to that 57 per cent of the people in cities d 
against legitimate scientific progress. such opposition, it has taken 50 years, of 1 million and over said fluoridation 1 
They bring all manner of irresponsible for example, to get widespread accept- was a good idea, while only 20 percent 1m 
charges, including the allegation that ance of chlorination. I hope that urban said it was not. In communities of 100,- e 
fluoridation is promoted for commercial communities which have not yet fluori- 000 to 1 million the response was 50 b 
profits by those who manufacture the dated their water supply will not be de- percent for and 19 percent opposed, tl 
chemicals and machinery and that irre- nied this health benefit for a comparable while in communities of 2,500 to 100,- fl 
sponsible scientists and public officials period. 000 it was 54 percent for and 24 percent c 
have been ‘bought.’ The ridiculousness of It is nothing short of tragic to deny against. ie 
such a charge evaporates into thin air millions of children the benefits, now As long ago as 1953, when fluoridation Ss 
when one merely looks at the official and and in their later years, of healthy was still relatively new and before the h 
professional bodies that have endorsed teeth, particularly when, in addition to opposition became fully organized, a poll if 
fluoridation.” the scientific evidence that points to by Dr. George Gallup showed that peo- a 

ple who knew about fluoridation favored v 

its adoption as a community health a 

measure by a margin of nearly four to n 

one. 

s 

ow —All cold symptoms Report on. fuoridation . 
in the United States} c 

can be eontrolled Dental decay is recognized as man’s ; 
most widespread chronic disease. Few : 


persons escape. No social stratum or age 
group is immune. A decayed tooth never 
heals by itself, by prescription, or by 
advice. About 97 million people in the 
United States have decayed teeth re- 
quiring treatment; more than 21 million 
others are edentulous; the average high 
school graduate has had 10 teeth at- 
tacked; and family dental bills total $1.7 
billion annually although only 40 per- 
cent get treatment. If everyone who 
needed dental care wanted it, there 
would not be enough dentists to provide 
it. The current progressive accumulation 
of dental disease is a heavy national 
burden—painful, costly, and disfiguring. 


This serious health problem remains 
largely neglected because of the undra- 


Tussagesic 


timed-release tablets 


Controls congestion 
with Triaminic,!:** the leading oral 
nasal decongestant. 


Controls aches and fever 
with well-tolerated APAP, non-addic- 
tiveanalgetic‘and excellentantipyretic.® 


Each TUSSAGESIC Tablet provides: 


TRIAMINIC® 50 mg. 
(phenylpropanolamine HCl 25 mg. 
pheniramine maleat 12.5 mg. 
pyrilamine 12.5 mg.) 
Dormethan 
(brand of dextromethorphan HBr).......... 30 mg. 
Terpin hydrate 180 mg. 
APAP (N-acetyl-p-aminophenol ) 325 mg. 
References: 1. Lhotka, F. M.: Illinois M. J. 112:259 


{Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37:460 
(July) 1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 
1958. 4. Bonica, J. J.: in Drugs of Choice, Mosby, St. 
Louis, 1958, p. 272. 5. Dascomb, H. E.: in Current 
Therapy, Saunders, Phila., 1958, p.78. 6. Bickerman, H. 
A.: in Drugs of Choice, Mosby, St. Louis, 1958, p.547. 


TUSSAGESIC SUSPENSION provides palatability and convenience which make it 
especially attractive to children and other patients who prefer liquid medication. 


SMITH-DORSEY ~ a division of The Wander Company ° Lincoln, Nebraska 
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Controls cough centrally 

with non-narcotic Dormethan, possess- 
ing “amply demonstrated” antitussive 
activity,® as effective as codeine. 
Liquefies tenacious mucus 

with terpin hydrate, classic expectorant. 


Prompt and prolonged relief because of 
this special “timed release” design: 


first —the outer layer 
dissolves within minutes to 
give 3 to 4 hours of relief 


then—the inner core 
releases its in, jients 
to sustain relief for 3 to 
4 more hours 


Dosage: One tablet in the morning, midafternoon 
and at bedtime. Pediatric dosage chart for 
T ic S i ilable on request. 


matic nature of the disease, cost of treat- 
ment, the widespread tendency not to 
regard dental decay as a hazard, and 
insufficient professional manpower to 
provide care. This combination of factors 
points to the need for a preventive meas- 
ure that is effective, safe, inexpensive, 
convenient, widely acceptable, and auto- 
matic. The fluoridation of community 
water supplies meets these requirements. 

Fluoridation is the adjustment of fluo- 
ride-deficient communal water supplies 
to the optimal level by adding small, 
but precise amounts of fluoride-contain- 
ing compound to yield in solution one 
part of fluoride in every million parts of 
water. In effect, it supplements the daily 
ingestion of fluoride to a level which 
effectively and safely prevents up to 65 
percent of the dental decay among chil- 
dren, and provides protection and bene- 
fits that continue into adult life. In prin- 
ciple, water: fluoridation is similar to 
standardized water-treatment procedures 


+Prepared by the Division of Dental Public 
Health, Bureau of State Services, Public Health 
Service. 


designed to promote the health of con- 
sumers. 
RESEARCH 


The early history of the fluorine and 
dental decay relationship goes back to 
the last quarter of the 19th century, 
when clinicians noted that less tooth 
decay accompanied mottled enamel. In 
1916, Dr. Frederick McKay reported 
mottled enamel to be a waterborne dis= 
ease, which in 1931 was discovered to 
be caused by excessive fluorides. A hypo- 
thesis evolved that trace amounts of 
fluoride in water might inhibit dental 
caries. A series of epidemiological stud- 
ies was carried out by the Public Health 
Service led by Dr. Trendley Dean and 
his associates. They found a strikingly 
low prevalence of dental decay associ- 
ated with 1 ppm fluoride in the drinking 
water. These studies in natural fluoride 
areas were confirmed by animal experi- 
mentation in laboratories and by inde- 
pendent scientists in other countries. 

In light of the evidence that no unde- 
sirable effects accompanied the dental 
benefits derived from water supplies nat- 
urally containing 1 ppm fluoride, three 
controlled fluoridation programs were 
begun independently in 1945 to deter- 
mine whether these benefits could be . 
duplicated by controlled fluoridation. 
The results of these and other studies 
were remarkably uniform and demon- 
strated that the use of drinking water 
containing 1 ppm fluoride; (a) produces 
identical dental and _ general effects 
whether the fluoride occurs naturally or 
is added by mechanical means; (b) effec- 
tively, safely, and economically prevents 
up to 65 percent of tooth decay; and (c) 
does not produce observable mottling of 
the teeth. 

Although alternative techniques and 
vehicles have continued to be tested, 
none of them to date can substitute for 
fluoridation as a public health measure. 
(See statements on proposed alternatives, 
starting P. A-176.) In the absence of 
water fluoridation or, where water fluo- 
ridation cannot be practiced, direct ap- 
plication of topical fluorides to the teeth 
has been found to reduce caries. How- 
ever, the cost in professional time is 
rather high and limits this method on 
a large-scale public health basis. 


ENDORSEMENTS 


After a thorough examination of all 
scientific evidence relating to the safety, 
effectiveness, and practicability of fluori- 
dation, the Public Health Service en- 
dorsed it in 1951. Since that time many 
communities throughout the Nation have 
instituted fluoridation programs. Careful 
study of their experience with this meas- 
ure plus continuing scientific research 
have provided additional evidence sup- 
porting fluoridation. The literature about 
the relation of fluorides to health now 
exceeds 8,500 references. 

In this country fluoridation is ap- 
proved by every major scientific and 
professional organization having compe- 
tence in the field. It has also been 
approved by the World Health Organ- 
ization, by professional and _ scientific 
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associations in many foreign countries, 
and by _ responsible health officials 
throughout the world. 


PRESENT STATUS 


Today more than 42 million people in 
the United States (or about 1 in every 
3 persons provided water by community 
water supplies) are drinking water con- 
taining the minimum or higher level of 
fluoride recommended. Of these, 35 mil- 
lion in 1,778 communities are supplied 
water in which the fluoride level is con- 
trolled, and 7 million in 1,903 places use 
water naturally containing 0.7 ppm or 
more fluoride. Since 1950, the number 
of persons provided with fluoridated: 
water in this country has increased by 
about 34 million. Fluoridation programs 
are also in operation in 20 foreign 
countries. 


Water engineers report that the addi- 
tion of fluorides to public water supplies 
is similar to chlorination and other pro- 
cedures widely employed in waterworks 
practice. Fluoridation presents no ad- 
ministrative, technical, or industrial prob- 
lems of any consequence. Presently, five 
fluoride compounds are used: sodium 
fluoride, sodium silicofluoride, hydrofluo- 
silicic acid, ammonium silicofluorides, 
and fluorspar. Costs of fluoridation vary 
according to the amount and kind of 
compound required, but the average cost 
is 10 cents a year per person. A device 
developed by Public Health Service en- 
gineers now enables communities to use 
fluorspar, further reducing the costs by 
two-thirds. 

Current investigations by the Public 
Health Service related to fluoridation in- 
clude continuing evaluation of commu- 


- insinusitis 
- in postnasal drip 


Relief with Triaminic is prompt 
and prolonged because of this 
special timed-release action... 
beneficial effect starts in 
minutes, lasts for hours 


Each TRIAMINIC Tablet provides: 
Phenylpropanolamine HCl 
Pheniramine maleate 
Pyrilamine maleate 
One-half of this formula is in the outer 
layer, the other half is in the core. 
Dosage: One tablet in the morning, mid- 
afternoon and at bedtime. 

References: 1. Lhotka, F. M.: Illinois M. J. 112: 
259 (Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. 
Monthly 37:460 (July) 1958. 3. Farmer, D. F.: 
Clin. Med. 5:1183 (Sept.) 1958. 


running noses 
and open stuffed noses orally 


the leading oral nasal decongestant 


- in nasal and paranasal congestion 


safer and more effective than topical medication 
+ systemic transport to all respiratory membranes 
provides longer-lasting relief 

* presents no problem of rebound congestion 

- avoids “nose drop addiction” 


’ SMITH-DORSEY -~ a division of The Wander Company ° Lincoln, Nebraska 


- in allergic reactions of the upper respiratory tract 


1,2,3 


—the outer layer 
dissolves within minutes 
to produce 3 to 4 hours 
of relief 


then —the core disintegrates 
to give 3 to 4 more hours 
of relief 


TRIAMINIC JUVELETS: Each timed-release 
Juvelet is equivalent in formula and dosage to 
one-half of a TRIAMINIC tablet, for the adult 
or child who requires only half strength dosage. 


TRIAMINIC SYRUP is recommended for 
adults and children who prefer liquid medica- 
tion. Each 5 ml. tsp. is equivalent to %4 of a 
Triaminic Tablet. Adults: 2 tsp. 3-4 times a 
day: children 6-12: 1 tsp. 3-4 times a day; 
children under 6: in proportion. 
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L. FORMULA* 


in ORANGE JUICE 
or other citrus juices 


in MILK 
so pleasant tasting 


in WATER 
easy to take 


the truly palatable 


bowel NORMALIZER 


to provide your patients with the smooth 
bulk so essential to normal bowel function 


L. A. FORMULA substitutes a moist smooth bulk for the 

fibrous, irritating bulk of uncertain consistency which re- 

sults from the average diet. L. A. FORMULA disperses. 

intimaiely with the intestinal contents to form a softly com- 

7] pact, well-formed stool of normal consistency which clears 
Q the rectum completely and easily. 


Your Patients 
will appreciate 
the modest cost! 


*Abbreviation for the Latin “Levis Amplitudo”, meaning smooth bulk. 
*Refined psyllium hydrophilic mucilloid with lactose and dextrose. 


SAMPLES AVAILABLE PROMPTLY UPON REQUEST 


; Made by BURTON, PARSONS & COMPANY, Since 1932 
Originators of Fine Hydrophilic Colloids 


Washington 9, D. C. 


nity water fluoridation programs; im- 
proving technical, control, and testing 
procedures; developing individual fluo- 
ridators for homes and schools in rural 
areas; testing various fluorides for a more 
effective agent to be applied topically 
to the teeth; and developing practical 
methods for removing excessive fluorides 
from water supplies. 


DECLINE IN COMMUNITY ACCEPTANCE 


At first glance, the acceptance of 
fluoridation during the last 8 years ap- 
pears satisfactory. A closer look, how- 
ever, reveals that most of the gain has 
been made in the larger cities. Sixty-six 
percent of the Nation’s cities with popu- 
lations of more than a half million, and 
32 percent of the cities with populations 
between 10,000 and 500,000 have fluori- 
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dation programs. By contrast, only 17 
percent of those communities having 
populations of 2,500 to 10,000 and 5 
percent of communities with populations 
of less than 2,500 have-such programs. 
Consequently, most of the people bene- 
fiting from this measure live in the larger 
cities. 

Of special concern is the steady de- 
cline in the rate of community accept- 
ance in the past 6 years. Community 
acceptance proceeded slowly from 1945 
to 1950, the early years of the demon- 
stration studies. By 1952, however, most 
scientific and professional groups had 
examined the evidence and formally ap- 
proved water fluoridation. That same 
year 243 communities instituted fluorida- 
tion programs. The following year, 1953, 
was the peak year during which 378 


separate communities adopted fluorida- 
tion. Since 1953 the number of separate 
communities starting fluoridation pro- 
grams has declined. Only 145 places 
began fluoridation programs in 1958, 
Moreover, the number of communities 
which discontinued fluoridation programs 
in the past 5 years has steadily increased. 

The question may well be raised as to 
why this slow rate of acceptance has 
occurred, and what steps need to be 
taken to accelerate the utilization of this 
measure for the improvement of our 
Nation’s health. Obviously, the big job 
is yet to be done. 

There are two circumstances which 
explain the initial acceleration and sub- 
sequent slowdown in community accept- 
ance of fluoridation. During the earlier 
years (1945-52) fluoridation was _ insti- 
tuted by governing bodies that were con- 
vinced by the weight of scientific evi- 
dence. Only occasional objections were 
voiced against the measure. By late 1952, 
however, the formerly disorganized and 
sporadic opponents joined forces, form- 
ing two national organizations specifically 
to oppose fluoridation. As a result, the 
opponents obtained substantial resources; 
and, by employing a wide variety of tac- 
tics, they have been able to thwart the 
institution of fluoridation. 

The other circumstance may be that 
the communities which normally accept 
new health measures readily had done so 
by late 1952. Thereafter the rate of ac- 
ceptance may have declined somewhat 
because it is more difficult to get accept- 
ance by the remaining communities. 


ORGANIZED OPPOSITION 


Four different groups oppose fluorida- 
tion—those who oppose it on principle; 
those in whom the measure arouses per- 
sonal anxieties; those who acquire status, 
political gain, or personal profit; and 
those who are uninformed. Opponents, 
mostly laymen, but also including a few 
scientists, physicians, and dentists, carry 
on a nationwide campaign through their 
two national organizations in the United 
States. 

It is quite evident that a relatively 
few people can create doubt and fear in 
many others who otherwise would accept 
the advice of competent experts. Anti- 
fluoridationists publish a monthly news- 
paper and submit articles to medical 
journals, popular magazines with na- 
tional circulations, and newspapers. A 
book, “The American Fluoridation Experi- 
ment,” has become the opposition text- 
book and is widely distributed. Oppo- 
nents have delayed fluordiation by nu- 
merous injunctions. They have filed suits 
unsuccessfully in more than a dozen 
State courts. Two cases were even ap- 
pealed to the U. S. Supreme Court 
where they were dismissed. Opponents 
send a steady flow of letters and litera- 
ture to Federal, State, and local officials. 
As one after another irresponsible claim 
is refuted, opponents change their attack. 
Local merchants and editors frequently 
are intimidated by threats and harassing 
telephone calls. Proponents are abused 
by smear tactics and public heckling, 
and they and their families are threat- 
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ISOLYTE contains in each 100 cc: 

Sodium Acetate N.F. 0.64 Gm.*; 

Sodium Chloride U.S.P. 0.5 Gm.; 

Potassium Chloride U.S.P. 0.075 

m.*; Calcium Chloride U.S.P. 

0.035 Gm.; Magnesium Chloride in completely integrated | 
Hexahydrate 0.031 Gm. Pe 


*Bicarbonate precursors. parenteral systems. 


modern 
physicians 
prefer 


ISOLYTE® 


_.a symbol of quality in research, 
, Research and Production Laboratories GLENDALE, _CALIFORNI 


If you were going 


to give or be given 
an enema, you 


would appreciate 


Sigmol is the 


safe enema with the 
longer flexible 

i tip nurses and 
patients prefer. 


Sigmol enemas 


save expensive 
preparation and 

eleanup time and 
improve patient 

relations. 


Join the march 
to better, less 
expensive patient 
care with mo@ern 


the finest. a 


& 


Each 120 cc. contains: 

Sorbitol Solutiom@™N.F. ...43 Gm. 
Dioctyl Potassium 

\ Sulfosuccinate...0.12 Gm. 


| expendable enema. 
Bo 

— Es : 

XTER 


no asthma SyMptomMsS- Prophylactic use of Tedral in any of its 5 
convenient dosage forms permits most bronchial asthma patients to breathe normally, live ac- 
tively, avoid social embarrassment. Tedral keeps patients safely free of constriction, congestion 
and apprehension. When attacks are frequent, prescribe 1 or 2 plain Tedral tablets q.4.h. plus 
an additional tablet at the first sign of symptomatic breakthrough. Tedral protects up to 4 hours. 


Formula: Each scored, plain Tedral tab- ® 
let contains: Phenobarbital, 8 mg. (1% gr.) 
(Warning: May be habit forming) ; 
Theophylline, 130 mg. (2 gr.); Ephedrine, 
HCI 24 mg. (% gr.) . 3 


the dependable antiasthmatic 


MORRIS PLAINS, NJ 
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NOW AVAILABLE FROM BRISTOL LABORATORIES 


improved 

broad-spectrum antibiotic 
for parenteral administration 
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SYNTETRIN — a new synthetic derivative of tetracycline — has these attributes 
of significant value in therapy: 


e effective antibacterial activity is sustained — even at its lowest blood levels ~ 
throughout therapy 


¢ total antibiotic activity of SYNTETRIN I.M. more than twice that with tetra- 
cycline phosphate complex LM. over a 24-hour period 


¢ highly soluble over the entire physiological pH range (2,500 times more soluble 
than tetracycline) resulting in more efficient absorption from intramuscular ' 
sites than other tetracycline 1.M. preparations 


An important advantage of SYNTETRIN is that the lowest blood levels reached 
before ensuing daily injections are either maintained or increased. This means 
that antibiotic levels will not drop below those required to inhibit certain patho- 
gens during the course of therapy. Successive blood level peaks generally rise after 
repeated injections. 


Parenteral SYNTETRIN is recommended for initial therapy in infections 
caused by tetracycline-sensitive organisms in: 


1. Patients who require frequent force-feeding or special diets based on milk, 
which interfere with antibiotic absorption. 


2. Patients with diseases causing absorption difficulties. 


3. Patients unable to take anything by mouth. 
1. Gottstein, W. J.; Minor, W. F., and Cheney, L. C.: J. Am. Chem. Soc. 81:1198, 1959. 


for intramuscular injection 


SYNTETRIN 


N—(PYRROLIDINOMETHYL) TETRACYCLINE WITH XYLOCAINE®* FOR INTRAMUSCULAR USE 


Supplied in dry-fill single dose vials: 


SYNTETRIN I.M. ‘350’ contains: SYNTETRIN I.M. ‘150’ contains: 

SYNTETRIN ....... 350 mg. SYNTETRIN 150 mg. 
Lidocaine 40 mg. Lidocaine 40 mg. 
Ascorbic Acid ...300 mg. Ascorbic Acid 300 mg. 


*Xylocaine is the registered trademark of Astra Pharmaceutical Products, Inc. for lidocaine. 


for intravenous infusion 


SYNTETRIN 


N—(PYRROLIDINOMETHYL) TETRACYCLINE FOR INTRAVENOUS INFUSION 


Supplied in dry-fill vials, each containing: syNTETRIN 
Ascorbic Acid 


Detailed information on indications, dosage and precautions is contained in package 
insert; or, write to Medical Director, Bristol Laboratories Inc., New York, New York. 
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interes 


ened with physical harm. It is notewor- 
thy that opposition in many communities 
comes in the first instance, not from resi- 
dents of the city considering fluorida- 
tion, but from elsewhere. 


Objections to fluoridation, however 
unfounded or unrealistic, strike a sympa- 
thetic chord in a sizable number of peo- 
ple. Continuous sensational assertions of 
an emotional type have far more effect 
on public opinion than the precise cor- 
rect statements of scientists. Further- 
more, some people, once persuaded to 
oppose something they do not under- 
stand, seldom change their attitude. 

From coast to coast, numerous strife- 
torn communities, confused and divided 
over a word that was not even in their 
vocabularly a generation ago, can attest 
to the effectiveness of the antifluorida- 
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tion campaign. The referendum is a par- 
ticularly effective framework in which to 
oppose fluoridation. Irresponsible state+ 
ments, misleading and horrifying, have 
succeeded in defeating fluoridation by 
referendums in Seattle, Wash., San 
Diego, Calif., Birmingham, Ala., Colum- 
bus, Ohio, and well over 230 other com- 
munities. By referendums, twice as many 
communities have rejected fluoridation 
as have adopted it. 

Several factors contribute to the prob- 
lem. Tooth decay is not a dramatic, 
infectious, crippling, or killing disease. 
Most people have learned to live with 
their dental problems and do not regard 
them as sufficiently serious to require 
treatment. The scientific arguments for 
fluoridation are not simple; fluoridation 
cannot compare with the drama of the 


wonder drugs, and the benefits to be de- 
rived from it cannot be observed for 
more than a decade—even then they are 
not obvious. 

Viewed in historical perspective, the 
opposition to fluoridation has been quite 
similar to that which arose when other 
public health measures were introduced, 
particularly chlorination, pasteurization, 
immunization, and vaccination. The psy- 
chological bases for objecting to fluori- 
dation are the same: (a) fear of being 
physiologically injured by a potentially 
noxious agent; (b) ethical aspects, with 
special concerns about invasion of human 
rights; (c) rejection of a new discovery 
that conflicts with entrenched beliefs; 
and (d) resistance to change. 

The crux of the problem is that a rela- 
tively few people are blocking the prog- 
ress of an approved health measure. By 
so doing they are not only withholding 
health benefits from a large portion of 
the population, especially children, but 
they are perpetuating a disease that seri- 
ously impairs the Nation’s health, man- 
power, and economic resources. If dental 
decay were a direct cause of death, 
there would be little doubt of the wide- 
spread adoption of water fluoridation. 


Statements on proposed 
alternatives to fluoridation 
of water supplies 


TABLETS 


“An extensive program has been insti- 
tuted in Switzerland’ in an attempt to 
control dental caries through the ad- 
ministration of fluoride tablets to school 
children. Held and Piquet’ in a prelimi- 
nary report of a study of 6-year-old 
children, which continued 3 years, re- 
ported that compressed sodium fluoride 
tablets were effective in reducing the in- 
cidence of dental caries. With the re- 
port of positive results, the practice has 
spread rapidly, and approximately 500 
Swiss communities are using this method 
of caries prevention.’ Apparently the tab- 
lets are distributed in the primary 
schools; the method of administration, if 
any, of the fluorine prophylaxis to pre- 
school children and infants is not known. 
A recent communication from H. J. 
Schmidt indicates that prophylaxis by 
means of fluoride tablets is also being 
administered in the state of Hessen, Ger- 


many. 

“Use of fluoride tablets has been lim- 
ited in the United States. Dietz’ has re- 
ported a study involving a small number 
of children. Positive results were re- 
ported. Bibby, Wilkins, and Witol* state 
that the use of fluoride lozenges may 
contribute to the control of dental caries, 
and that the effects are probably the 
result of fluorine acting on external sur- 
faces of the teeth. The number of per- 
sons observed was relatively small and 
the duration of the study only 12 to 14 
months. 

“In discussing the question of using 
fluoride tablets beginning at 5 or 6 years 
of age (first school year), certain pre- 
sumptive evidence from fluoridation stud- 


_ For extra low-calorie 
nutrients to help 
patients stay with a 
weight-control diet... 


New se/f-enriched Carnation Instant 


25% more protein, calcium, B-vitamins, 
richer flavor than ordinary nonfat milk 


Simple fatigue can discourage patients from 
staying with weight-control diet. A bonus of 
sustaining, low-calorie nutrients can be helpful. 
New Carnation Instant can provide such aid. 
This new fresh flavor crystal-form nonfat milk 


can be self-enriched—to provide 25% more pro- 
tein, calcium and B-vitamins than ordinary non- 


The patient simply adds 25% more crystals 
when mixing. Dissolves instantly in ice-cold 
water, ready to enjoy. 

The chart below shows how this more delicious 
nonfat milk makes significant contributions, 
even to the liberal Recommended Daily Dietary 
Allowances of the National Research Council 


fat milk—and far richer flavor. (1958 Revision ). 
Protein Calcium Riboflavin Thiamine 
(Grams) (Grams (Mg.) (Mg.) 
Men 70.0 8 1.8 1.6-1.3 
NRC Allowances, Ages 25 to 65 Wonien 58.0 8 15 1.2-1.0 
Provided by 1 Qt. 25% 
self-enriched Carnation Instant 41.3 1.48 2.26 40 


25% self-enriched Carnation Instant 
Simply add 1 tablespoon extra Carnation Instant 
per glass, or 1/3 cup extra Carnation Instant 
per quart, over regular package directions. 
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an antihistamine with low incidence of side effects . 
like congestion as well as the sneezing 
any respiratory infecti 


N-ACETYL-P-AMINOPHENOL 


to reduce fever and to relieve headache, myalgia and other discomforts 
acute respiratory disorders i: 


ng ilant . to allay drowsiness and fatigue and 
to help combat the “dragged feeling of the patient with a common cold 


Hycodan® 


THe COMmplete Rx FOR COUGH CONTROL 


cough sedative/ antihistamine /expectorant 


e relieves cough and associated symptoms 

in 15-20 minutes « effective for 6 hours or longer 

# promotes expectoration e rarely constipates 

@ agreeably cherry-flavored 

Each teaspoonful (5 cc.) of Hrcomine contains: 
Dihydrocodeinone Bitartrate . 
Warnine: May be habit-forming) 
Homatropine 1.5 

Pyrilamine Maleate 

Ammonium Chioride . 

Sodium Citrate . 


‘ Supplied: As a pleasant-to-take syrup. May be habit- | 
pope ad forming. Federal law permits oral prescription. 4 
ENDO LABORATORIES Richmond Hill 18, New York 


U.S. Pat. 2,630,400 


SYRUP 


5m 
\ 6.5 me. 


. 12.5 mg. 
60 mg. 
85 mg. 


ies might be kept in mind. From the 
behavior of the results that A. L. Russell 
(personal communication, 1955) is ob- 
taining in his studies in Montgomery and 
Prince Georges Counties, Md., the in- 
gestion of fluorides after the period of 
tooth formation may not give the same 
protective effect as ingestion during the 
period of calcification. Effects observed 
in the earlier fluoridation studies support 
this inference; for example, the present 
dental caries prevalence rates in the 
Grand Rapids children who were 6 years 
old when fluoridation started (now 16 
years old) as compared to those of the 
16-year-old, Aurora, Ill., children who 
have used fluoride water all during their 
lifetime. It would seem logical, in the 
light of present evidence, to assume that 
an appreciable measure of protection 
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would be lost if fluoride tablets were 
used by children only after starting to 
school, even if fluoride tablets are theo- 
retically as effective as fluoride-bearing 
water. 

“Another point to be borne in mind 
is that from the standpoint of effective 
public health application, the individual 
administration of fluoride tablets presents 
more difficulties than a broad community 
action, such as fluoridation. As a large 
portion of a child’s permanent teeth are 
calcified prior to 6 years of age (normal 
time to enter primary school), a high 
degree of intelligent participation on the 
part of each mother, an alertness against 
waning interest, and a daily constancy 
of purpose measurable in years, is essen- 
tial. The health education question posed 
by the tablet method of application be- 


comes highly important if any degree of 
success is to be attained. 

“In the light of present available evi- 
dence, prophylaxis by means of fluoride 
tablets cannot be evaluated properly un- 
til carefully controlled studies, including 
adequate numbers of children and ob- 
served over the necessary number of 
years, are available. At the present time, 
such studies are not available. From 
the standpoint of theoretical physiology, 
there would seem no reason why fluoride 
tablets should not be effective, providing 
some method can be found to ensure 
their conscientious daily consumption, at 
least over the period of tooth calcifica- 
tion. Because of the health education 
essential for their success it might be 
well, for the present, to limit the use 
of fluoride tablets in the control of dental 
caries to prescription by the dentist. 
When all considerations are weighed, it 
would seem that in a community having 
a public water supply, the most ecgnomi- 
cal and efficient manner of applying the 
fluorine prophylaxis to the greatest num- 
ber of people is through fluoridation of 
the domestic water.” 


—H. Trendley Dean. Fluorine in the control of 
dental caries. Journal of the American Dental 
Association, vol. 52, January 1956, pp. 7-8. 


“The preparation of fluoridated water 
at home by adding fluoride tablets to 
tapwater would be less expensive than 
the purchase of bottled water, but much 
more costly than communally fluoridated 
water. However, the proper preparation 
of such water in the home presents a 
very difficult problem of regulation. The 
problem is not merely one of assuring 
the addition of the proper amount of 
fluoride but also of proper mixing of the 
solution. An additional disadvantage of 
both alternative water procedures is that 
of inconvenience. It would be difficult 
to induce a high proportion of house- 
wives and certainly of children to get 
their drinking and cooking water from 
a bottle rather than from the convenient 
sink tap. 

“The daily consumption of tablets 
likewise raises questions of effectiveness 
and practicality. In the hands of trained 
personnel at the water treatment plant 
fluoride levels can be precisely con- 
trolled. But experience with other home 
remedies — even the aspirin tablet — 
prompts caution. The philosophy that 
‘if one tablet is good, two are better’ 
may produce harm. A child’s accidental 
ingestion of a large number of tablets 
is a great hazard from the viewpoint of 
those familiar with accidents in the 
home.” 

—From Report to the Mayor on Fl 


'uoridation for 
New York City, by the Board of Health, City 
of New York, October 24, 1955, pp. 33-34. 


BOTTLED WATER 


“The process of preparing fluoridated 
water to be distributed in the same 
manner as bottled water involves the 
installation of equipment in one or more 
bottling plants and distribution to those 
who are willing to buy it. It is unlikely 
that a bottling plant would install the 
same kind of equipment that would be 
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“A BACTERIOSTATIC BATH’’* 


Controls Oropharyngeal Infections 
and Relieves Discomfort Quickly 


Chewing ORABIOTIC releases a soothing flow of saliva laden with two locally 
potent and complementary antibiotics—neomycin and gramicidin—plus a 
topical analgesic, propesin, which is more effective than benzocaine. 


NON-SENSITIZING AND NON-IRRITATING. 


NEW ANTIBIOTIC-ANALGESIC CHEWING GUM — 
for topical treatment or prophylaxis = 


For the relief of postoperative discomfort and the | Naam 
prevention of secondary hemorrhage following ton- \ 
sillectomy. Valuable also as a topical adjunct to 
systemic treatment of bacterial infections of the 
mouth and throat. 

EACH TROCHE CONTAINS: neomycin 3.5 mg., gramici- 
din 0.25 mg., and propesin 2.0 mg. IN PACKAGES OF 
10 AND 20. One troche chewed for 10-15 min. q. 4h. 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 


*Granberry, C., and Beatrous, W.P.: The Effect of an Antibiotic Chewing 
Troche on Post-Tonsillectomy Morbidity, E.E.N.T. Monthly (May) 1957. 
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CAMP LUMBOSACRAL 
SUPPORTS 


Camp fabric lumbosacral supports 
play an important part in the conser- 
vative treatment of orthopedic condi- 
tions. They steady and limit the mo- 
tions of the joint, ligaments and mus- 
cles in injuries and diseased conditions 
of the low back. Available without or 
with steel upright reinforcements or 
with the Camp spinal brace as need- 
ed. 


S. H. CAMP and CO. 


Jackson, Michigan 


Camp's Lumbosacral Supports are 
scientifically designed to give a secure 
fit to the pelvic girdle, the upper lum- 
bar and the low dorsal spine, includ- 
ing the entire abdomen in front, thus 
giving maximum lumbar spine support 
with greatest patient comfort. 

Camp trained fitters will give your 
patients immediate service according 
to your specific prescription. 


S.H. CAMP and CO., of Canada, Ltd. 


Trenton, Ontario 


used in water treatment. One method 
that might be used is that of dissolving 
tablets containing fluoride ion in the 
water. A number of technical problems 
are introduced. The water would have 
to be tested for fluoride ion by the 
health department and bottled water 
companies would have to employ tech- 
nical staff to supervise treatment pro- 
cedures. 

“Persons using the water must pay for 
the water as well as the fluoride ion. It 
is estimated that bottled fluoride water 
would cost 5 cents per day per person 
using it, or about $18.25 per year per 
person. 

“Minimum health department super- 
vision of bottled water fluoridation is 
estimated at $20,000 per year. The 
minimum estimate of the cost of bottled 
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fluoride water at present prices would 
be not less than $18.25 per person per 
year. Such a price is of course prohibi- 
tive, and it is doubtful if many adults 
or children would have the benefit of 
fluoride water if such a fluoridation pro- 
gram were instituted.” 

—From Report to the Mayor on Fluoridation for 


New York City, by the Board of Health, New 
York City, October 24, 1955, pp. 37. 


MILK 


“The Public Health Service does not 
favor the addition of fluorides to milk 
for the purpose of prevention of dental 
caries. The reasons for this position are 
as follows: 

1. It is not known whether the addi- 
tion of fluorides to milk is effective in 
preventing tooth decay, although it is 


known that such addition is effective in 
water. Further studies of this matter are 
indicated. 

2. The individual consumption of milk 
by children varies considerably more 
than their water intake. For economic 
and other reasons, a considerable number 
of children in some age groups consume 
little or no milk. Furthermore, the use 
of fluorides in milk has not been inves- 
tigated. On the other hand, we do know, 
on the basis of examination of many 
thousands of children who have con- 
sumed water varying in fluoride concen- 
tration, the amount of fluorides which 
must be added to water to be effective. 

3. The possibility that fluoridation of 
milk may be harmful in an area where 
the water supply is fluoridated or already 
contains sufficient fluorides. 

4. The practical difficulties and haz- 
ards that would exist, both in controlling 
the rate of application and in testing the 
amount of fluorides added to relatively 
small volumes. of milk by the large 
number of individual milk plants that 
might adopt this practice. From an ad- 
ministrative standpoint, the fluoridation 
of milk would spread the responsibility 
for control, and would necessitate the 
introduction of a complicated system of 
supervision. 

5. The likelihood that only a portion 
of the milk supply would be fluoridated 
in a given market, resulting in a lack of 
uniform distribution. This would reduce 
the benefits to be obtained by the com- 
munity as a whole. From this point of 
view, it would appear that water is a 
much better vehicle.” 


—U.S. Public Health Service. The fluoridation 
of milk—a statement of policy. 


“Technical problems are such that 
representatives of the milk industry have 
resisted the idea of fluoridating milk in 
the past. It has been estimated that 
fluoridation will add 1 cent per quart to 
the milk price. Health departmentt su- 
pervision of milk fluoridation would be 
costly. To provide adequate checking, 
25,000 samples per year would need to 
be tested in the laboratory. The health 
department would have to construct 
adequate facilities for the testing pro- 
gram and enlarge the staff to perform 
the work. It is estimated that the an- 
nual cost exclusive of facilities would be 
$294,800 for performance of tests by 
official methods of analysis. The cost of 
fluoridated milk for school children only 
in New York City is estimated at $2,- 
140,000, or $2.14 per person.” 

—From Report to the Mayor on Fluoridation for 


New York City, by the Board of Health, City 
of New York, October 24, 1955, p. 38. 


“In regard to the distribution [of fluo- 
ridated milk], the committee feels that 
there would be a lack of uniformity of 
intake in various parts of the country 
and that small farms and dairies in rural 
districts would have problems in con- 
trolling the addition of fluoride to small 
quantities of milk. Furthermore, the in- 
take of milk during the first year of life 
would depend on the extent to which 
the babies were breast fed. Human 
milk contains only traces of fluoride, 


in bronchial asthma 


™tablets 


breaks the 
“side-effects barrier” 
to full, long-range 
corticosteroid benefits 


DOME CHEMICALS INC. 


New York « Los Angeles « Montreal 
World Leader in Dermatologicals 
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PREDNAMIN brought excellent or good relief to 76% of 50 
asthmatic patients .. . all of whom had responded unsatisfac- 
torily to one or more years of specific therapy and to epineph- 
rine, ephedrine and aminophylline. Although treatment was 
prolonged and continuous, only 2 patients required withdrawal 
of PREDNAMIN because of side effects.” 


The optimally balanced PrEDNAMIN combination magnifies the 
efficacy of small doses of prednisone . . . but leaves corticosteroid 
hazards at a low-dose minimum. With PrepNaMINn, problem 
asthmatics and patients with atopic and contact dermatoses need 
no longer be deprived of continuing and often dramatic corti- 
costeroid benefits. 

Each PrepNAMIN Tablet contains prednisone 2.5 mg., chlorpro- 
phenpyridamine maleate 2.0 mg., and ascorbic acid 250.0 mg. 
Bottles of 30 and 100. 
*Swartz, H.: To be published. 
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the addition of the decongestant 
makes for better cough control 


Each 5 ml. tsp. of TRIAMINICOL provides: 


Triaminic® 
(phenylpropanolamine HC1........ 12.5 mg. 
pheniramine maleate 
pyrilamine maleate 6.25 mg.) 

Dormethan (brand of dextromethorphan 
HBr) 15 mg. 

Ammonium chloride 90 mg. 


In a pleasant-tasting, fruit-flavored, non- 
alcoholic syrup. 

Dosage: Adults — 2 tsp. 3 or 4 times a day; 
children 6 to 12 —1 tsp. 3 or 4 times a day; 
children under 6 — dosage in proportion. 


SMITH-DORSEY :- a division of The Wander Company ¢ Lincoln, Nebraska 


by decongesting 
the cough area 


while controlling 
the cough reflex 


TRIAMINICOL provides more complete 
cough control than regular “cough syrups” 
because it contains Triaminic,':?3 the lead- 
ing oral nasal decongestant. This decongests 
the mucous membranes of the respiratory 
tract, reducing swelling and sensitivity, and 
controlling irritating postnasal drip, a com- 
mon cough stimulus. 


TRIAMINICOL also acts directly on the 
cough reflex center. It provides the non- 
narcotic antitussive, Dormethan, fully as 
effective as codeine but without the draw- 
backs of codeine.* Liquefaction and expul- 
sion of exudates is aided by the classic 
expectorant action of ammonium chloride. 
References: 1. Lhotka, F. M.: Ilinois M. J. 112:259 (Dee.) 
1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 
1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 
4. Bickerman, H. A.: in Drugs of Choice, Mosby, St. Louis, 
1958, p. 547. 


syrup 


the highest concentration found in our 


study (Hodge and associates, unpub- 
lished data) being 0.09 ppm.” 
—The problem of providi pti: fluoride 


intake for prevention of ‘dental caries. Na- 
tional Academy of Sciences-National Research 
Council, Publication 294, November 1953, 
p. 12. 


BREAD 


“Common foods suitable as carriers 
for fluoride, must above all meet the re- 
quirements of food technology for easy 
handling and mixing. Flour, as an ex- 
ample, may be considered a feasible 
vehicle from the standpoint of stability 
and the technology of distribution of the 
fluoride uniformly throughout the food. 
According to the study of Widdowson, 
the consumption of cereal increased 
from approximately 2 ounces per individ- 
ual per day in the l-year-old group to 
an average of 6 ounces in the 12-year- 
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old. The consumption of bread showed 
roughly the same quantitative increase 
with age. Consequently, the average in- 
take of fluoride, if added to flour, bread, 
or cereal, would come near to the de- 
sired increase with age from infancy 
to adolescence. The average daily con- 
sumption of flour in this country is 
estimated to be similar, or about 6% 
ounces per individual per day in the 
adult. Considering the desirable intake 
of fluoride in older children as 1 mg. 
per day, the approximate amount of 
fluoride to be incorporated in the flour 
could be calculated. However, we have 
already referred to English observations 
suggesting that there are marked individ- 
ual variations within single age groups 
in the consumption of bread. In addition, 
it is believed, for lack of exact data, 
that in the United States bread would 
not be used to a great extent in infancy 


during the early stage of tooth develop- 
ment.” 


—The problem of providing optimum fluoride 


intake for prevention of dental caries. Na- 
tional A y of Cri, Nati. h 
Council, Publicati 294, Ni ber 1953, 
p. 11. 

SALT 


“No exact information has been ob- 
tained with regard to the consumption 
of salt in various age groups. It is not 
even certain that this vehicle would be 
practical from a technical standpoint; 
it would have to be determined, for in- 
stance, whether the addition of sodium 
fluoride would be uniform throughout 
and whether it would affect unfavorably 
the antihygroscopic property of the 
product. While the daily consumption 
would have to be determined more. ex- 
actly, there are doubts as to whether 
this vehicle would serve the purpose 
for infants and young children.” 


—The problem of providing optimum fluoride 
intake for prevention of dental caries. Na- 
tional Research 

Publication 294, " November 1953, 


SUMMARIZATION 


“Various vehicles have been proposed 
for the systematic administration of 
fluoride in regions where water fluorida- 
tion cannot be applied. The most im- 
portant of these vehicles seem to be 
milk, table salt, and fluoride tablets 
which are now all being tested. Milk 
might be a possible alternative vehicle 
in countries with a universal milk con- 
sumption by the children, while salt 
might be possible for regions with a low 
or irregular milk consumption. 

“At present, the value of milk and 
salt for fluoride administration cannot 
be compared with that of drinking water, 
since the evidence in favor of the first 
two vehicles is incomplete; in particu- 
lar, there is a total lack of clinical 
evidence of their effectiveness. On the 
other hand, tablets have been shown to 
have some positive effect, although the 
experiments with tablets have been per- 
formed for a much shorter time and 
on a much smaller scale. 

“Continued research on these fluorida- 
tion methods should be encouraged. If 
their effectiveness, practicability, and 
safety of application can be satisfac- 
torily demonstrated, they may become 
very valuable in regions where water 
fluoridation is impossible.” 


—Expert Committee on Water Fluoridation, 
First Report. World Health Organization 
Technical Report Series No. 146, Geneva 
1958, p. 19. 


1. Le probleme du fluor et Vl’attitude des 
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cantons helvetiques. Second meeting of the 
European Organization for Research on Fluo- 
rine and Dental Caries Prophylaxis, Geneva, 
May 18-19, 1955. Program booklet, pp. 21-23. 

2. Held, A. J., and Piquet, F.: Prophylaxie 
de la carie dentaire par les comprimés fluorés: 
Premiers résultats. Bull. l’Acad. Suisse des 
— Medicales, Basel 10:249-259, October 
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3. Dietz, V. H.: Sodium fluoride tablets in 
the precision control of dental caries. J. Mis- 
souri Dent. A. 33:7-9, December 1953. 

4. Bibby, B. G., Wilkins, E., and Witol, E.: 
A preliminary study of the effects of fluoride 
lozenges and pills on dental caries. Oral Surg. 
8:213-216, February 1955. 


Improvi maternal 
and child health 
through 
statistical studies* 


James F. Donnelly, M.D. 
Obstetric Consultant, North Carolina 
State Board of Health 


While in recent decades maternal and 
infant mortality rates have dropped 
dramatically, the downward trend has 
apparently halted in both infant and 
maternal mortality. Figures from the 
National Office of Vital Statistics show 
that for the Nation as a whole in 1957, 
for the first time in two decades, the 
rate of maternal and infant deaths failed 
to decline. Moreover, the major causes 
of maternal mortality and their relative 
proportion as a cause of death has re- 
mained the same.* 

More intensive basic and clinical re- 
search as well as continued improvement 
in obstetric care is clearly indicated if 
we are to save mothers’ lives and make 
significant headway with such morbid 
states in children as cerebral palsy, men- 
tal retardation, and other conditions 
associated with damage suffered before, 
during, or shortly after birth. Epidemi- 
ological studies are equally important, 
sometimes even more so. By pinpointing 
the location of a health problem, they 
help us to see not only the nature of 
problems that still need solving but also 
where modern knowledge and_ skills 
have not penetrated sufficiently to pre- 
vent needless tragedies. The effort to 
locate health problems was in fact one 
of the main reasons behind the develop- 
ment of vital statistics. 

How epidemiological studies can be 
used to bring about needed improve- 
ments in maternal and child health pro- 
grams may be illustrated by some of 
our experiences in North Carolina. 

In North Carolina the law requiring 
the reporting of vital statistics, passed 
in 1913, resulted almost immediately in 
recognition of the tremendous mortality 
associated with childbearing. This in 
turn led to continuous and successive 
steps toward correction. For example, 
an early followup of vital statistics rec- 
ords showed that most of the women 
who had died in child birth had had 
no prenatal or other medical care and 
had been delivered by untrained mid- 
wives whose ability was suspect even 
in those days. Such revelations led to 
the establishment of prenatal clinics and 
licensing and training of midwives. 

Today a number of studies concerned 
with finding the reasons for maternal 
and infant deaths are underway which 
have been initiated and are primarily 
supported by the North Carolina State 
Medical Society, with varying degrees 
of assistance from the North Carolina 


*Reprinted from Children, September-October 
1959. 
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a broader range of relief... 


in the cough of postnasal drip and sinusitis, 
interfering with restful sleep night after night 


in the defiant cough, where combined decon- 
gestant-antitussive action is required to break 
the cough-congestion cycle 


in the dangerous cough. as in surgical pa- 
tients, where muscular stress might cause 
damage and retard healing 


In Tussaminic, the leading respiratory decon- 
gestant, Triaminic, is combined with non- 
narcotic, antitussive Dormethan, and well- 
established terpin hydrate to suppress useless 
cough and ease productive cough. 


more prolonged relief... 


This special “timed release” design of the 
Tussaminic Tablet provides full daytime re- 
lief with the convenient dosage of 1 tablet 
every 6 to 8 hours, and night-long relief with 
1 tablet at bedtime. 


first —3 or 4 hours of relief 
from the outer layer 


then —3 or 4 more hours 
from core 


Each Tussaminic Tablet provides: 
Triaminic®. 100 mg. 
(phenylpropanolamine HCl, 50 mg.; pheniramine 
maleate, 25 mg.; pyrilamine maleate, 25 mg.) 
Dormethan (brand of dextromethorphan HBr)......30 mg. 
Terpin hydrate .300 mg. 


timed-release tablets 


SMITH-DORSEY ~* a division of The Wander Company * Lincoln, Nebraska 


State Board of Health, the county health 
departments, local hospitals, and physi- 
cians. Others have been initiated by 
and are largely supported by the State 
Board of Health, with the support and 
cooperation of the various branches of 
organized medicine. Still others have 
been initiated by local health depart- 
ments which call upon the State and 
medical society services as needed. 

In 1945 the North Carolina State 
Medical Society established a committee 
on maternal welfare to study any prob- 
lem related to obstetrics and, more 
specifically, to review all the maternal 
deaths in the State.? The findings of the 
committee * * have been widely used for 
presentation to medical students, medi- 
cal societies, and, to some extent, lay 
groups. Another committee of the State 


medical society, the committee on child 
health, has been conducting a study of 
neonatal deaths in hospitals having a 
hundred or more deliveries each year. 
This committee has not yet published 
any of its data, but is preparing to do 
so in the near future. 

In 1954 the State Board of Health 
initiated a study of perinatal deaths un- 
der a grant from the Children’s Bureau. 
This, a continuing study, now is being 
made in six hospitals, three of them 
associated with medical schools. Reports 
on the methods of collecting and analyz- 
ing data and on some of the clinical 
findings * ***° have been used in the 
teaching programs of the State’s three 
medical schools as well as in presenta- 
tions before local and regional medical 
groups. 
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Synonyms for 


gradation of potencies 
for relief of varying 
intensities of pain 


MPIRIN, 
COMPOUND’ | 


Pain Relief... ...providing the desired 


‘TABLOID’ 


Acetophenetidin ......gr. 2% myalgias 
Acetylsalicylic Acid .... gr. 3¥2 common cold 
earache 
‘EMPIRIN’ 
minor 
e tension headache 
COMPOUND’ 
minor surgery 


CODEINE 


tolie 
No 1 pains 
Acetophenetidin ...... gr. a 
Acetylsalicylic Acid... ¢°.3% 
Codeine Phosphate .... 
fractures 
No. 2 Acetophenetidin ...... gr. 242 
Acetylsalicylic Acid .... gr. 3% 
gr. relief of pain 
Codeine Phosphate .... gf. % of all degrees of 
No 3 - severity up to 
. Acetophenetidin ...... gr. 2¥2 whi 
Acetylsalicylic Acid .... gf. 342 that which 
requires morphine 
Codeine Phosphate .... gr. ¥ 
AND IN 


No. 4 Acetophenetidin ...... gr. 2¥2 é fever 


Acetylsalicylic Acid .... gr. 342 
gr. % ay, 
Codeine Phosphate ....gr.1 


*Subject to Federal Narcotic Regulations 


BURROUGHS WELLCOME & CO. (U.S.A. 


VITAL STATISTICS SERVICES 


The State Board of Health provides 
active assistance to these studies. Its 
section on vital statistics locates death 
certificates, performs any necessary cross- 
matching with birth certificates, and tab- 
ulates and prepares data. County health 
officers and county public health nurses 
follow up the statistical work by pro- 
curing detailed information concerning 
each maternal death—an activity which 
has stimulated some county health de- 
partments to examine their own mater- 
nity and infant programs more carefully. 

The section on vital statistics provides 
two other services, invaluable in helping 
county health departments and hospitals 
see where and how they need to bring 
about improvements. The first and oldest 
is the issuance of annual reports of the 
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unproductive coughs 


schahoe, New York 


health activities of each county, prepared 
jointly by the State Board of Health and 
the county involved. These reports in- 
clude population data, income data, 
number of professional people practicing 
in the county, natality, mortality, and 
morbidity figures, health department ac- 
tivities, health programs, and other items 
of interest and importance. If the county 
utilizes its annual report it can readily 
evaluate its own health situation and 
take needed steps for improvement. The 
section on vital statistics also publishes 
other, more specialized, annual reports 
which can be used as supplements. 

The other service, now 6 years old, is 
the annual provision to the hospitals in 
the State of a summary of the data con- 
cerning perinatal mortality in the hos- 
pitals. Each hospital is assigned a code 


number, known only to those handling 
the data and to the hospital itself, so that 
the hospital can find its own standing 
in comparison with the others. 

The hospitals, particularly the larger 
ones, have evinced considerable interest 


in these reports. Many have requested ‘ 


State consultants, especially the obstetric 
consultant, to be present at staff discus- 
sions of the report. A better response 
from some of the smaller hospitals can 
be anticipated as they develop separate 
clinical departments to which the re- 
ports can be transmitted rather than to 
the hospital superintendent. 


A COUNTY STUDY 


In spite of the meagerness of facilities 
and the superabundance of routine work 
in most of the county health departments 
in North Carolina, several important 
studies have come from county health 
departments, conceived and carried out 
locally with little or no outside consulta- 
tion. 

One young health officer began a 
series of projects designed to lower the 
high infant mortality rate in his county. 
Finding severe nutritional deficiency 
among maternity patients, he and his 
nutrition consultant devised a simple 
method of scoring diets which they used 
as an aid in evaluating their obstetric 
patients.” They then secured basic foods 
from Federal surplus commodities for 
those patients who had poor obstetric 
histories or a low dietary score. 

Originally the plan called for a con- 
trol group, but it soon became apparent 
that this would be impossible to secure. 
However, the planners went on with the 
program on the theory that any im- 
provement observed in the mortality rate 
and in the general condition of the 
mothers and infants would be convincing 
evidence of its value. The practical train- 
ing in nutrition prenatal patients are 
receiving as a part of this project may 
be even more important than any im- 
mediate benefits from the surplus food 
provided. 


OUTCOME OF PREMATURITY 


The nurse consultant of the State 
Board of Health’s maternal and child 
health division has been encouraging 
county health departments to keep a 
registry of all infant deaths. Following 
an examination of the death certificates 
with the matching birth certificates, the 
county public health nurses interview 
the mothers, attending physicians, and 
others, obtaining considerable informa- 
tion not provided by the certificates. 

As a result of this procedure, the 
nursing staff of one county health de- 
partment initiated a continuing and in- 
tensive evaluation of its maternity pro- 
gram including an analysis of neonatal 
and infant death rates. By matching in- 
fant birth and death certificates, the 
department found that the problem of 
prematurity was greater than that shown 
by the usual vital statistics summaries. 
This led to an interest in the outcome 
of those premature babies who survived. 

In the succeeding 7 months the nurses 
conducted a survey of school-age chil- 
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dren who in infancy had been cared for 
under the North Carolina State program 
for premature babies. Of the total of 
139 children, 106 were located and seen. 
The gross preliminary findings on these 
106 children were quite startling, even 
when allowance is made for the fact 
that because of the demand for bed 
space the premature infants admitted to 
the State program were generally smaller 
than average and from families of low 
socio-economic status. Only 54 percent 
of these children were considered to be 
free of serious defect by their parents, 
teachers, and the examining nurses. 
Thirty percent of them presented severe 
impairment such as cerebral palsy, men- 
tal retardation, and major congenital 
anomalies. The remaining children ex- 
hibited a variety of auditory, ocular, and 
speech defects. 

After obtaining this picture the county 
health department requested consulta- 
tion from the State on two points: (1) 
How could the department improve its 
contact with premature infants after they 
were discharged from the hospital? (2) 


Would further followup study on these © 


children be desirable, and, if so, how 
it could be carried out? The result of 
the second question was the formula- 
tion of plans to subject the children to 
intensive physical, psychological, and 
social examinations. A group of children 
who were comparably premature but 
had not been in the State program for 
premature babies, and a group of chil- 
dren who were full-term infants will be 
selected as control groups. 

During the discussions concerning the 
desirability of such a study it was point- 
ed out that large-scale and expensive 
studies of premature infants have been 
carried out in other parts of the country. 
However, the decision was to continue 
with the study because of the value of 
replication and because of the importance 
of having specific local information. A 
local study, it was pointed out, would 
have more influence with the county 
commissioners, welfare workers, physi- 
cians, and other local people than would 
data from a medical center elsewhere. 

PROGRAM CHANGES 

A most successful study from the view- 
point of program planning has been car- 
ried out in a large rural county popu- 
lated by Caucasians, Negroes, and 
Indians in about equal numbers. This 
county has over the years had high mor- 
tality rates of all kinds, including high 
infant mortality. Traditionally a large 
percentage of women have been deliv- 
ered by midwives, whom the health 
authorities have had difficulty control- 
ling.” 

In 1954 the health educator and nurse 
supervisor of this county’s health depart- 
ment began cross-matching infant birth 
and death certificates. Subsequently, the 
public health nurses interviewed the 
mothers or relatives of all the deceased 
infants and accumulated pertinent infor- 
mation from other sources such as hos- 
pitals, attending physicians, and birth 
records. The interviews were conducted 
as soon after the death of the infants 
as possible. 
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| CHELATED IRON 
| MORE 


ORAL 


166:1685, 1958) 


Brand of Iron Choline Citrate* 


folic acid, other B vitamins, and C. 


THERAPY 


| w outstandingly free from g.i. irritation # does not 
stain teeth [when given as a liquid] # can be taken 
any time — between meals without irritation, or at 
mealtime without impaired utilization ® compatible 
| with ulcer medication, and does not cause added 
| irritation # safest iron to have in the home because 
| of chelate-controlled absorption » and — clinically 
confirmed as an effective hematinic [Franklin et al; JAMA 


| CHEL-TRO} 


| Tablets — 1 tablet t.i.d. furnishes 120 mg. iron 

Pediatric Drops — 1 cc. furnishes 25 mg. iron 

Liquid — 1 tsp. (5 cc.) furnishes 50 mg. iron 

also: CHEL-IRON PLUS Tablets — chelated iron plus B12, 


KINNEY & COMPANY, INC. ¢ COLUMBUS, INDIANA 


CHELATED 
the new way 
to give oral iron 


Trademark 


PAGE 681 


“Chelate” describes a chemical structure in which metallic 
ions are ‘encircled’ and their physicochemical properties 
thereby altered. Chelated iron (as iron choline citrate*) is 
unusually soluble; nonionizable; not precipitated by varia- 
tions in g.i. tract pH, protein, phosphate, or alkali; yet is 
readily available for hemopoiesis on physiologic demand. 


#U. 6. PAT. 2,575,631 


After the first year the information 
collected was summarized and certain 
patterns became apparent. 

The study revealed that the infants of 
the mothers delivered by midwives had 
little or no medical care during their 
terminal illness, and that many of these 
babies were ill for some time prior to 
death. Their mothers had had little or 
no medical care prior to delivery in 
spite of the fact that medical care was 
available in the county for all pregnant 
women, including the indigent, as _pre- 
natal clinics were held by the health de- 
partment on a monthly basis in eight 
different communities. Many of the 


families, moreover, could have afforded 
private medical care. 

As a result of these findings, the local 
health department requested simultane- 


ous consultation from the local physicians 
and staff members from the State Board 
of Health. It seemed to these consultants 
that the local women were simply not 
oriented to the need for good medical 
care. After a long meeting the consul- 
tants came up with the following con- 
clusions: 

1. A centralized maternity clinic which 
would meet on a weekly basis and would 
provide the best quality of obstetric 
care was imperative. 

2. Some effort to arrange for many, if 
not all, of the clinic patients to be de- 
livered in hospitals under proper medical 
supervision should be made. This would 
require further consultation with hospital 
management, the local department of 
welfare, and the county commissioners. 

3. The need for a better followup plan 
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Before application of White’s Vitamin A & D 


Ointment—Typical diaper rash with excoriation 
of skin. 


has completely disappeared within one week. 
Before application of White’s Vitamin A & D 


After daily treatment with White’s Vitamin A 
Ointment—Treatment-resistant varicose ulcer in & D Ointment—Completely healed ulcer pho- 
elderly obese patient. tographed five weeks after the start of treat- 


ment with White’s Vitamin A & D Ointment. 


Before application of White’s Vitamin A & D 


Ointment—Second and third degree burns 


After pressure gauze dressings of White's 
caused by flaming gasoline. 


Vitamin A & D Ointment—changed at weekly 
intervals—Complete healing with minimal scar 
tissue and no contractures. 


Supplied in 12 and 4 oz. tubes; 1 Ib. jars and 5 lb. containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 


After application of White’s Vitamin A & D 
Ointment at every diaper change—Diaper rash 
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while they are planning 
their family 


they need your help 


more than ever the most widely prescribed contraceptive. 


WHENEVER A DIAPHRAGM IS INDICATED 
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NiICOZO LL’ COMPLEX 


ORIGINAL FORMULA 


eal Meu G Gentatwic Fonte Stimulant 


NICOZOL COMPLEX is a cerebral stimulant-tonic and dietary 
supplement intended for geriatric use. improves mental and 
physical well-being. Improves protein and calcium metabolism. 

Indicated during convalescence, also as a preventive agent in a coheans one . 
common degenerative changes. 


ridoxine Hydrochior de 

Saif fp Gy: B-12 
1 teaspoonful (5 cc) 3 times a day, NICOZOL COMPLEX is avail- 
preferably before meals. Female pa- able as a pleasant-tasting 
tients should follow each 21-day elixir. Popularly priced. 
course with g 7-day rest interval. Bottles of 1 pint and 1 gallon. 


Forma la 


Each 15 ce (3 en contains: 
‘ 150 mg. 


iacin 
Methy! Testoster 


15 mg. 
100 mg. 


sitol 
Monohydrochioride . 
(a-Tocopherol 


te) .. 3 mg. 
fron (as Ferric Pyrophosphate) 15 mg. 
Trace Minerals lodine 0.05 mg., 
2mg., mé., 
Cobait 0.1 mg., Sine 1 mg. 
Contains 15% Alcohol 


Write for professional sample and literature. 


DRUG. UG WINSTON-SALEM 1, NORTH CAROLINA 


that the patients would go to a central 


between the hospital and the health de- 
clinic just as readily as to a clinic in their 


partment in respect to premature infants 


was the major pediatric problem, but one 
that could be solved without too much 
difficulty. 

4. Since infant diarrhea or gastroen- 
teritis was the major cause of infant 
deaths, changes in feeding techniques 
appeared to be sorely needed. 

5. A well-baby clinic similar to the 
maternity clinic was sorely needed. 


The plan to hold a single maternity 
clinic in the county health department 
building instead of the monthly clinics 
in eight different communities through- 
out the county brought considerable pro- 
test from the profession personnel, as 
well as the communities where the clinics 
had been held. Therefore, the centraliza- 
tion was begun slowly by closing down 
one clinic, but when it was discovered 


own community, the remainder of the 
clinics were closed, except for the cen- 
tralized clinic at the county seat. While 
coming to the centralized clinic entails 
considerable travel for some patients, 
our experience with it has confirmed our 
conviction that the quality of the service 
rendered is far more important in the 
maintenance of clinic attendance than 
the distance which the patients have to 
travel. Subsequent experience in other 
counties has reinforced this belief. 

A second consultation in this county, 
this time including representatives of the 
county medical society, the hospital, the 
local welfare department, and the county 
commissioners, produced some vital re- 
sults. The physicians, who agreed to 
rotate through the clinic, were assisted 


in promoting the hospitalization program, 
since they were not anxious to provide 
prenatal care to patients who would be 
subsequently delivered by midwives. 
Moreover, there was the possibility, 
which became a fact, that medical stu- 
dents and a house officer from a medical 
school might be assigned to the hospital 
if a sufficient number of patients and 
adequate supervision were available. 

The administrator of the hospital, a 
nonprofit institution, saw a financial ad- 
vantage in admitting patients for simple 
delivery and a short post partum period 
while they had no complications instead 
of running the risk of getting them later 
as seriously ill obstetric patients; he also 
saw the possibility of collecting a portion 
of the cost of hospital delivery if the 
hospital’s contact with the patient could 
be established in the ante partum clinic. 
The local department of welfare offered 
to assist, defraying as much of the ex- 
pense as its financial limitations would 
permit. The county commissioners sug- 
gested the possibility of some financial 
assistance from the county if the demand 
did not become too great. 


RESULTS 


In practice the plan has worked well 
for the past 2 years. At the doctors’ 
request no patient is admitted to the 
clinic without a note from her physician, 
but the doctors have willingly provided 
such notes to patients who could not af- 
ford private care. However, the plan 
does not completely solve the problem 
of getting patients to seek early pre- 
natal care, and the public health nurses, 
health educators, physicians, and others 
have continued all of their usual activi- 
ties toward securing earlier medical care 
for this group. All of the people asso- 
ciated with the clinic feel that the high 
quality of professional care has helped 
in getting these patients into the prenatal 
clinics earlier. 

The physicians also take turns making 
hospital calls on the clinic patients who 
have been admitted to the hospital. The 
clinic records are taken to the hospital 
after each clinic meeting and kept there 
until the next time the clinic is held, so 
that prenatal records are always avail- 
able in the event the patient is admitted 
to the hospital in the interim. Attempts 
are made to train the mothers in proper 
feeding technique before they are dis- 
charged from the hospital—an activity 
not possible when mothers are delivered 
at home. 

While there has been no significant 
change in the number of new patients 
admitted to the clinic as compared to 
the number admitted to the eight clinics 
previously operated, the average number 
of prenatal visits per patient has in- 
creased from two to five. Hospital de- 
liveries have risen and midwife deliveries 
have fallen, continuing a trend which 
had begun even before the inauguration 
of the program. The perinatal mortality 
rate, however, has not improved as much 
as had been hoped, but in the past 2 
years, the State as a whole has experi- 
enced a slight rise. 

Many patients have paid a part of the 
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‘Stelazine’ is unique because it not only relieves agitation and tension, but also relieves apathy, 
listlessness and emotional fatigue resulting from anxiety states. 


Other noteworthy characteristics of ‘Stelazine’, brought out in clinical studies in over 12,000 


patients, are: 
% may be effective when other agents fail 


% side effects usually slight and transitory 
*% fast therapeutic response with very low doses 
*% convenient b.i.d. administration 
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cost of their hospitalization. Since the 
amount which they have paid is far be- 
low the actual cost, the county commis- 
sioners, without any formal agreement, 
have reimbursed the hospital for the 
difference. Teaching the students has 
been a tremendous stimulus to the pri- 
vate physicians participating in the clinic 
management. Student nurses from the 
nurses’ training school associated with 
the hospital also attend the prenatal 
clinics. 

In this county the study of maternal 
and child health problems and designing 
a program to correct them involved 
many lay organizations. The wide inter- 
est aroused is likely to promote better 
maternal and child health in the years to 
come. 

In addition to the three specific pro- 
grams described, other counties have 


utilized the techniques of matching in- 
fant death certificates with the birth 
certificates, to begin improvements of 
their maternal and child health programs. 
This technique is simple and inexpensive 
and can be utilized by even the smallest 
health department. 


U.S. Department of Health, Education 
Welfare, “Pp ublic Health Service National 
Office of Vital Statistics: Unpublished data. 

2. Council on Medical Service, American 
Medical Association, Chicago: A guide for ma- 
ternal death studies. 1957. 

3. Donnelly, J 
1,000 consecutive maternal 
Carolina, Parts I, II, III, IV, and VI. 
Carolina M Jou March 1953, June 
1987. September 1953, April 1954, and March 


7 

4. Crandell, D. L.; Greiss, F. D.; Donnelly, 
J. F.: An analysis of maternal mortality due to 
anesthesia in North Carolina. North Carolina 
Medical Journal, March 1956. 

5. Hunt, Eleanor P.: Getting at the facts 
4 losses. Children, 

6. Wells, H. B.; Greenberg, B. G.: Donnelly, 
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optimal patient comfort... 
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effective relief in 87% of cases of external 
otitis, chronic otitis media, and chronic 
mastoiditis with otorrhea. 


White Laboratories, Inc. 
Kenilworth, New Jersey 


*Lawson, G. W.: Diffuse Otitis Ex- 
terna and Its Effective Treatment, 
Postgrad. Med. 22:501, Nov., 1957. 
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Sex differences 
in cancer mortality* 


Cancer in its various forms takes an ap- 
preciably greater toll of life among males 
than females in the United States. In 
1956-57, the cancer death rate for white 
males was 163.3 per 100,000, or one 
sixth higher than that for white females, 
namely, 140.9 per 100,000. These figures 
understate the actual sex difference in 
the death rates, since a larger proportion 
of women than men are at the older ages, 
where cancer mortality is highest. When 
allowance is made for the difference in 
the age composition of the two popula- 
tions, the death rate from the disease 
among white males is fully 1% times that 
among white females at all ages com- 
bined. 

The sex ratio of mortality from cancer 
shows marked variations with age. At the 
childhood ages—under 15 years—the can- 
cer death rate among boys exceeds that 
among girls by about one fifth. The ex- 
cess mortality is even higher at ages 15- 
24, where the rate for males is about 50 
percent over that for females. In con- 
trast, women record a higher cancer 


* death rate than men in the age range 


25-54 years. Within this broad age group 
the greatest disparity occurs at 35-44 
years, where the rate for females is 1% 
times that for males. At ages 55 and 
over, the mortality from cancer again 
shows an excess among men. 

Cancer mortality rates for most sites 
are higher among males: Malignancies 
of the respiratory system—mainly the 
lung—show the greatest excess mortality 
among males, with a death rate 6 times 
that for females for all ages combined. 
At present, respiratory cancer accounts 
for a little over one fifth of all cancer 
deaths among white males, but for only 
4 percent of the total among white fe- 
males. Cancer of the buccal cavity and 
pharynx, of much lesser numerical im- 
portance, also shows a high excess male 
mortality, the death rate being 4 times 
as high for males as for females in the 
white population. Males are also at a 
distinct disadvantage with respect to the 
mortality from cancers of the stomach, 


Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, June 1959. 
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Resident 


It’s been a long haul, but Walter Gammage, M.D., 
is far better at counting the days ahead than the 
days behind. Just a few months now, and his 
two-year pediatric residency will be over. Lately, 
for the first time in his life, Dr. Gammage has been 
estimating his target date for private practice on a 
calendar he can see and needn’t imagine. 


Dr. Gammage’s residency duties don’t give him 
much time to think about the coming Board 
examinations and the hoped-for certification. There 
are the morning rounds and new patients to see 

and examine. And the conferences with troubled 
parents. And, with it all, the teaching, the Grand 
Rounds, and the incessant studying on-duty and off. 


Dr. Gammage is married. Off-duty to him is time 
shared with the need to qualify for the most 
demanding of all professions. Both Dr. Gammage 
and his wife know it can’t be any other way. They 
reckon the costs of long preparation in delayed 
fullness of family life, in delayed income, in delayed 
repayment of loans. They remember the crushing 
financial burdens that threatened to halt training 
after internship, without pediatric residency. 


Dr. Gammage (that isn’t his real name) is one of 
many objectively selected and highly qualified 
recipients of Wyeth Pediatric Residency Fellowships, 
providing $2400 yearly for two years of residency 
training. From the Wyeth Fund for Postgraduate 
Medical Education, these awards and others 

are intended to encourage and strengthen the 
human resources at the service of medicine. 


Wyeth 


® 
Philadelphia 1, Pa. 


; 
4 
ey 
| 
| 
| 
: 


clinically tested > 
ethically promoted > 
safe and effective > 
easy to use > 


maximum assurance > 


against recurrence and 
adverse reactions 


WRITE for PROFESSIONAL 
SAMPLE and LITERATURE 


AVAILABLE 
at pharmacies or direct 
in 4 and 8 fluid ounces 


12850 Mansfield Ave. ° 


PSORIASIS 


distressing 


4 perplexing 


SHIELD LABORATORIES 


to the patient 


to the doctor 


COMPOSITION 
RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, 0.75% Cresol. 


Dept. OA-1159 
Detroit 27, Michigan 


the urinary organs, and the brain, as well 
as from the leukemias and Hodgkin’s dis- 
ease. On the other hand, the death rate 
from cancer of the genital organs is much 
higher for women than for men; all but 
an insignificant proportion of breast can- 
cers occur among women. 

The breast and genital organs are the 
leading sites of malignancy among wom- 
en in the age range 25-54 years. It is 
because of their dominance that the total 
cancer death rate of females exceeds that 
for males at these ages. These two sites 
are responsible for one third of all cancer 
deaths among white women at ages 25- 
34 and for somewhat over one half at 
ages 35-54 years. Although the digestive 
system is the most frequent site of cancer 
at ages 55 and over, the mortality rates 
from cancers of the breast and genital 
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organs continue to increase with advance 
in age among females and account for 
more than two fifths of all cancer deaths 
among women at ages 55-64 and for 
nearly one third at ages 65 and over. 

The respiratory system is a major site 
of cancer among males during the great- 
er part of adult life. These malignancies 
account for about one fifth of the total 
cancer mortality among males as early as 
ages 35-44 years; the proportion rises to 
a maximum of approximately one third in 
the age range 45-64 years. The sex dif- 
ferences in the death rates from respira- 
tory cancer are very large in this age 
range. At ages 45-54, the rate for white 
males was more than 6 times that for 
white females; at ages 55-64 the rates 
were 136.8 and 15.4 per 100,000, respec- 
tively, a ratio of about 9 to 1. 


Decrease 
in frequency 
of drowning* 


Some progress has been made during the 
past decade in reducing the relative fre- . 
quency of accidental drowning in the 
United States. The death rate from this 
cause decreased from 4.5 per 100,000 
population in 1949 to 3.9 in 1957. This 
downward trend reflects a reduction in 
drownings associated with swimming, 
wading, playing in the water, or falling 
into the water; these circumstances ac- 
count for about four fifths of all acci- 
dental drownings in the United States. 
No progress, however, has been made in 
decreasing the frequency of drowning re- 
sulting from water transportation acci- 
dents. Failure to better the record for 
this type of mishap may be attributed to 
the sharp rise in the popularity of boat- 
ing rather than to the lack of improve- 
ment in boating safety. 

The decrease in mortality from drown- 
ing reflects the experience for white per- 
sons. Among white males the rate fell 
from 7.4 to 6.2 per 100,000 between 
1949 and 1957, and among white females 
from 1.2 to 1.0. Among nonwhites it in- 
creased somewhat—from 11.7 to 12.1 per 
100,000 for males and from 0.9 to 1.4 
for females. 

Accidental drowning occurs much 
more frequently among males than fe- 
males at every period of life. For 1956, 
among white persons, the death rate 
from drowning is nearly 6 times as great 
for males as for females at all ages com- 
bined and approximately 10 times as 
high in the age range 15-64 years. 
Among nonwhite persons, the ratio is 9 
to 1 at all ages combined and more than 
15 to 1 in adolescence and early adult 
life. 

Drownings occur throughout the year, 
but are especially frequent in the sum- 
mer, when outdoor activities are at a 
maximum. June is quite consistently the 
peak month. In 1956, there was an av- 
erage of 40 drownings a day in the 
United States during June, compared 
with a daily average of 13 in April and 
only 5 in January. The toll in July was 
almost as high as in June, but thereafter 
declined month by month to the end of 
the year. More than half the drownings 
each year occur in the three months from 
June through August. 

The loss of life from drowning could 
be greatly reduced if people exercised 
reasonable caution in, on, or near the 
water. Far too often there is a disre- 
gard of the hazards involved in swim- 
ming alone or too far, and in allowing 
children to be around bodies of water 
without adequate supervision. In too 
many instances small craft are overload- 
ed or not equipped with approved life 
preservers. Every community should pro- 
mote programs for teaching people how 
to swim, how to handle boats properly, 
and other basic principles of water safety. 
Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, June 1959. 
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NATIONAL HEALTH FORUM 


Mental health 
of the worker* 


Mental health in industry was the sub- 
ject of two panel sessions at the National 
Health Forum, held in Chicago, March 
17-19, 1959, under the sponsorship of 
the National Health Council, with “The 
Health of People Who Work” as its 
general theme. 

Participants in the panel discussion 
were: Dr. David H. Goldstein, medical 
director of the New York Times; Dr. 
Kenneth Munden, psychiatrist in the di- 
vision of industrial mental health, Men- 
ninger Foundation; Richard C. Warren, 
director of education and personnel re- 
search, International Business Machines 
Corporation; Dr. Alan A. McLean, psy- 
chiatric consultant, International Business 
Machines Corporation; Dr. Ralph T. 
Collins, psychiatric consultant, Eastman 
Kodak Company; and Dr. James C. 
Conant, psychologist, Hanford Atomic 
Products Operations, General Electric 
Company. Dr. Collins and Dr. McLean 
were chairmen. 


Mental health in industry presents a 
challenge to management. This chal- 
lenge is no longer obscure. People have 
become quite familiar with the costs of 
treating the mentally ill, the shortage 
of trained psychiatrists, and the actions 
taken by many States in an attempt to 
improve the therapy of those stricken 
with mental illness and to further re- 
search into its causes. 

Chairman Collins made these state- 
ments in opening a discussion of mental 
health in the industrial setting. He 
added the following facts: 

e Emotional illnesses cause more ab- 
senteeism from work than any other 
illness except the common cold. 

e Eighty to ninety percent of dis- 
missals today are attributed to social 
incompetence, the inability to get along 
with people. Ten to twenty percent of 
dismissals are defined as technical in- 
competence. 

e One of four workers, or 16 million 
of 65 million, manifest personality dis- 
turbances through absenteeism, acci- 
dents, alcoholism, illness, job dissatis- 
factions, or trouble with co-workers and 
supervisors. 

e Off-the-job stresses loom large in 
the causation of on-the-job dissatisfac- 
tions, ineffectiveness, poor work habits, 
ineffectual relations, and faulty attitudes. 

e The cost to industry of the disrup- 
tion resulting from emotional disturb- 
ances among workers, supervisors, and 
executives runs into hundreds of millions 
of dollars annually. 

e Leadership in the office and factory 
is a vital force in the promotion and 


*Reprinted from Public Health Reports, August 
1959. 
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*Patent Pending 


preservation of mental health in the en- 
vironment of the worker at any level. 

e If he is to be a good leader, the 
health of the executive must be con- 
served, and yet today there are many 
pressures, frustrations, fears, and feelings 
of insecurity in his life. Consider the 
titles of some recent articles in business 
and popular magazines relating to the 
hazards of being an executive, such as 
“Slow Up or Blow Up;” “Your Next 
Promotion Can Kill You,” and “Must 
Executives Die Young?” 

Collins underscored the importance of 
the total health of the worker, both 
physical and emotional, to the worker 
himself, the company which employs 
him, and to his family and community. 


OCCUPATIONAL MEDICINE 


The objective of occupational medi- 
cine is to keep the working force as 
healthy and therefore as effective as 
possible, Goldstein said. And he added 
that the keystone of health maintenance 
is preventive medicine and casefinding. 

In casefinding covering the whole host 
of physical and mental diseases, the 
plant physician is concerned primarily 
with early detection, particularly in 
mental illness, Goldstein continued. He 
knows that the earlier detection is 
achieved, the more likelihood of cure 
or if not cure, substantial amelioration, 
and the less disruption in the industrial 
community. 
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and simplified management 


of 
hypertension 


DIURIL, WITH RESERPINE 


the first “wide-range” antihypertensive—effective in mild, moderate, and severe hypertension 


* more hypertensives can be better controlled with DIUPRES alone 
than with any other agent...with greater simplicity and 
convenience, and with decreased side effects 

* can be used as total therapy or primary therapy, 
adding other drugs if necessary . 

* in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 

* should other drugs need to be added, they can be given in much 
lower than usual dosage so that their side effects 
are often strikingly reduced 

* organic changes of hypertension may be arrested and reversed... 
even anginal pain may be eliminated 

* patient takes one tablet rather than two... 
dosage schedule is easy to follow 


* economical 
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MAALOX’ ADDS MUSCLE TO ASPIRIN 
ASCRIPTIN™ 


particularly suited for arthritic patients 


Combining the antacid MAALOx with aspirin in- 
creases both absorption and utilization of the 
salicylate. As a result, ASCRIPTIN acts twice as 
fast as plain aspirin and analgesic action lasts 
much longer due to maintenance of higher 
plasma salicylate levels. 

Gastric irritation seldom occurs with ASCRIP- 
TIN even when large doses are given over pro- 


longed periods. 


_Of particular value in arthritis and rheumatic 
disease, ASCRIPTIN is an excellent salicylate for 


routine use. 


Formula: Acetyisalicylic acid 0.30 Gm., MAALOX 
(magnesium-aluminum hydroxides) 0.15 Gm. 


Offered: Bottles of 100 and 500. 


WILLIAM H. RORER, INC. Phitadeipnia 44, Pa. 


Goldstein described the plant physi- 
cian as an unusual combination of per- 
sonal physician to the employees during 
their working hours and health officer 
for the plant as a whole. In both capaci- 
ties, he observed, there is opportunity 
for early detection of mental illness. As 
personal physician, he can relate physi- 
cal and emotional stress to the total 
medical problem as employees seek his 
assistance, and as health officer, records 
and statistics permit him to observe, 
epidemiologically, the areas of exces- 
sive absences, accident frequency, or 
increased frequency of visits to his de- 
partment. 

As a means of casefinding in mental 
illness, Goldstein emphasized the advan- 
tage of educating supervisors to recog- 
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nize symptoms. Support for this pro- 
gram, he said, should include a halt for 
medical appraisal, after a reprimand and 
before disciplinary action. The appraisal 
should be preceded by an interview 
with the supervisor. Deterioration in 
worker performance, especially when 
associated with personality change, al- 
ways warrants referral to the medical 
department. He also pointed out the 
advantages of screening morbidity data 
for depressions masquerading as spastic 
colon, palpitations, fatigue, and notice- 
able weight change. 

But the responsibility of the physician 
in industry goes beyond detection of 
mental illness alone into the broader 
area of prevention, Goldstein continued. 
As a member of the plant community, 


the physician is free to discuss work 
attitudes and climate and, through these 
discussions, obtain understanding of 
human relations in the various depart- 
ments. He appreciates the importance 
of and observes group behavior. He is 
aware that many companies have a 
“plant personality” to which employees 
attempt to conform. 

Company policy, according to Gold- 
stein, may invite employees of the type 
who thrive in a dependency relation- 
ship. Disturbances in supervision or job 
assignment of these dependent person- 
alities may well develop stresses or 
even breakdown. He suggested that an- 
ticipation of such situations permits pre- 
ventive measures. 

In discussing the present emphasis on 
the executive position as a health haz- 
ard, Goldstein said scare headlines are 
“a bit overdone.” He cited the results 
of a recent study by a large corporation, 
using heart disease, hypertension, and 
arteriosclerosis as stress manifestations, 
which showed an incidence somewhat 
lower in executives than in rank and file 
workers of comparable age and sex. He 
prefaced his remarks in this regard, how- 
ever, by saying there is a rather exten- 
sive executive health program in oper- 
ation at his plant and ‘mentioning the 
value of the health appraisal and coun- 
seling part of these examinations. 

In adopting what he termed a tangible 
and concrete approach to possible solu- 
tion of certain mental health problems 
in industry, Goldstein discussed some of 
the specific procedures used by his com- 
pany. 

We must realize that throughout the 
United States the predominant occupa- 
tional health service in industry is pro- 
vided by the nurse, working alone, Gold- 
stein said. It would be blind indeed, 
he added, to concentrate on the large 
—_ medical service with an elaborate 
staff. 

Through recognition, the nurse can 
take the first steps in handling employees 
with mental illness, he continued. If a 
doctor is available, either on call or on 
a part-time basis, she gives him a history 
of her reasons for her referral. If she 
does not have a plant physician avail- 
able, she can reach the employee’s family 
physician, alert him to the situation, and 
at the same time encourage the em- 
ployee to see his doctor. Both elements 
were considered essential by Goldstein. 

The nurse has a variety of community 
resources available, he added, if the 
family physician is unwilling to assist or 
feels unequipped to handle psychiatry, 
if there is no family physician, or if the 
employee cannot pay for help. But her 
fundamental role is to recognize emo- 
tional disturbance and to encourage the 
employee to seek help. 

He emphasized that the employee with 
mental illness must reach out for help; 
he cannot be directed to seek it. 

In citing specific examples of help 
given by a medical department, Gold- 
stein discussed first the “ever-present and 
too common” problem of alcoholism. In 
his plant, he said 2% percent of. the 
employees are identifiable alcoholics. He 
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NIAMID 


reduces pain 
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one-half 25 mg. tablet. Once improvement 
is seen, gradually reduce dosage to the 
maintenance level. Many patients respond 
to NIAMID within a few days, others within 
7 to 14 days. NIAMID is available as 25 mg. 
(pink) and 100 mg. (orange) scored tablets. 


A Professional Information Booklet giv- 
ing detailed information on NIAMID is 
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(160 mg.) and salicylsalicylic acid 74% gr. (480 mg.). 
The latter ingredient is slowly absorbed and eliminated 
for prolonged salicylate action up to 8 hours. 


Complete dosage information in PDR... bottles of 90 tablets 
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*Trademark—Pat. Pend. 


to minimize 
morning joint stiffness... 


Night-long salicylate therapy with a single dose of Persistin 
at bed-time helps prevent “joint jelling” in arthritic patients. 


Detroit 11, Michigan 


added that there are probably more, un- 
known to him. 

Alcoholics have a tremendous need to 
see themselves in relation to people, he 
said, and we try to harness this motiva- 
tion through a firm yet gentle approach, 
saying “Let’s be realistic, you have a 
problem. Here are the avenues of help.” 
In the case of a recognized problem 
drinker, Goldstein continued, job jeop- 
ardy is used in a system of warnings, in 
the hope this will motivate the man to 
seek assistance. 

Sources of help suggested by Gold- 
stein were the family doctor, Alcoholics 
Anonymous, and community resources. 
While listing the family physician as the 
frontline of defense in considering com- 
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munity aspects of depressions and severe 
psychoneuroses, Goldstein added that for 
the most part he will not assist in treat- 
ment of alcoholism. 

Preventive psychiatry appropriately 
used was discussed by. Goldstein as an- 
other example of good mental health 
practices in industry. Retirement shock 
is a familiar term today, he said, stating 
that it is his belief that the dazed, apa- 
thetic, and withdrawn attitude of in- 
dividuals verging on retirement or newly 
retired can be avoided through counsel- 
ing. His organization, he said, routinely 
schedules informal discussions with em- 
ployees between 6 months to 2 years 
prior to retirement. The individuals 
without resources outside their job are 


the most likely candidates for retirement 
shock, and it is these individuals who 
can be helped through counseling. 
Goldstein explained his company’s pro- 
cedures in the return to the work area 
of a patient cured of a mental illness, 
He elaborated on the cousultative tech- 
niques between the hospital psychiatrist 
and the plant physician in evaluating 


, the demands of the job, saying that the 


advice of the psychiatrist is followed in 
most instances, in modifying either the 
work itself or the hours of work. He 
pointed out that these efforts are not 
always successful, but without these 
techniques, the patient might never be 
returned to work. 

Goldstein recognized that there are 
only a handful of industries in the 
United States employing a psychiatrist 
full time. Recognizing that it would not 
be practical for many to do so, he ad- 
vocated use of the part-time psychiatrist 
on a consultative basis. 

Considering that the use of community 
resources is dictated by cost and the lim- 
itation of employee’s funds, he saw en- 
couraging developments in the area of 
insurance, such as major medical care 
programs and group policies, taken out 
by labor and management or manage- 
ment alone or paid cooperatively. 

Goldstein stressed the importance of 
preserving the confidential nature of 
medical information in a company set- 
ting. Obvious outbreaks cannot be con- 
cealed, but referrals for subtle manifes- 
tations must be preserved as a confi- 
dence. The value of maintaining this 
information as privileged was related by 
Goldstein to the number of employees 
coming to his department for help. 

While it is axiomatic that the indus- 
trial medical department appreciate its 
responsibility in the area of mental 
health, Goldstein said, it is equally 
axiomatic that if the whole program is 
to succeed, management must endorse 
and support the medical department. 


RESEARCH 


There are two ways of looking at men- 
tal health problems in industry, Munden 
said. 

We can enumerate symptoms, such as 
those implied in alcoholism, absenteeism, 
accident proneness, promotion neurosis, 
and occupational reactive depressions— 
a palliative and purely symptomatic ap- 
proach not in keeping with medical tra- 
dition that diagnosis precedes treatment. 

Or we can look beneath the surface 
at the forces in industry which tend to 
impair mental health, such as failure to 
provide identification models, interfer- 
ence in interpersonal relationships, or de- 
mands on people beyond their individual 
capacities or skills with a resultant fail- 
ure to come to psychological fruition. 

Munden related these forces, which he 
said precipitate symptoms through deflat- 
ing self-esteem to a feeling of worthless- 
ness, to three factors: reluctance to act, 
power relationships, and the impact of 
change. 

He mentioned perceptive executives, 
who understand the effects of motiva- 
tion very well but who hesitate or are 
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In 25 years, the antibacterials have progressed from the 
status of heroic therapy to “universal” medication. This 
has brought into focus certain unexpected problems relat- 
ing both to bacterial and to host response. 


Shifts in bacterial flora—particularly of the gastrointestinal, 
as well as the respiratory and urinary tracts—pose entirely 
new therapeutic problems. The emergence of resistant 
strains of bacteria creates still another hazard. Also, ana- 
phylactic reactions often hamper critically needed therapy. 


While the question of bacterial mutations and patient sensi- 
tivity is undergoing continual intensive study, the imme- 
diate clinical need is for a new anti-infective alternative. 
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IN MEDICINE On ANY SCIENCE 


only accuracy speaks a common language 


All knowledge is based on measurement. 
And, the usefulness of measurement depends 


on its accuracy. 


In bloodpressure measurement, the need 
for accuracy has made the Baumanometer® 
the most widely used instrument in the world. 

Baumanometer accuracy permits signifi- 
. with the 
. and with the future results of therapy. 

The Baumanometer is a true, mercury- 
gravity sphygmomanometer. Its operation is 
based on gravity, its performance never 
No other type of instrument can 
match this standard of accuracy and depend- 
The Baumanometer will give life- 
. and it 
is lifetime guaranteed against glass breakage. 


cant comparisons with research . 
past.. 


varies. 


ability. 


time service . . . lifetime accuracy . . 


...-@veryone respects the pursuit of accuracy 
...use the 


reluctant to put their knowlege to use 
by satisfying the desire to be heard, 
to be recognized. The classic denial of 
opportunity for individual recognition 
persists along with the custom of giving 
a watch for 30 years of service, even 
under an informed management. 

Failure to recognize the meaning of 
power held over others creates another 
problem area, Munden indicated. 

Living is a system of power relation- 
ships and dependencies, he said. We 
start life dependent upon those more 
powerful than we—our parents. From 
then on, any person in a position of 
authority is the “father figure.” 

People have conscious expectations of 
being protected, helped, supported, and 
guided by the authority figure. They 
also have unconscious expectations of 
which neither they nor the person in 
power is aware. Knowledge of such 
power relationships and their proper use 
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Detail ion engraving of Sir Isaac Newton by E. Scriven. 


The trim Kompak 
Model Bauma- 
nometer is ideal 
for bedside or 
desk-side . . 

light enough to 
go everywhere. 


means that a supervisor appreciates his 
role fully. 

Technological changes are occurring 
so rapidly that it is difficult to keep up 
with them, Munden said. It is assumed 
that people can change as easily, ac- 
cepting the dictum, for example, that 
automation does not mean loss of a job 
and that there will be no fears and 
anxieties or disbeliefs of such a dictum. 

He pointed out the example of the 
difficulties of middle-aged people in ac- 
cepting changes in job techniques or 
increased responsibilities, their feeling 
being that they cannot change, even 
while they complain. 

Munden stressed the error of treating 
symptoms as problems. He emphasized 
that this in itself is one of the biggest 
hazards to good mental health practices 
in industry. 

He warned industry against placing 
matters of human relations in the hands 


of nonexperts. These nonexperts have 
lives entrusted to them, holding power 
over the occupational future of individ- 
uals, he said. 

Get help when interested in employees 
who come to you with troubles, Munden 
urged. Mental health problems cannot 
be tackled alone. 

As a typical situation, he cited the in- 
dustrial nurse who has to deal with em- 
ployees drifting in and out, obviously 
seeking something and taking up her 
time in aimless conversation. She can’t 
change the world and the plant by her- 
self, he said, but she respectfully can 
demand aid. He said local mental health 
agencies would respond, naming State 
hospitals as a source of psychiatric as- 
sistance on a consultative basis. 

Munden admitted that few psychia- 
trists are interested in the industrial area, 
since their first interest is in cases. They 
will take a referral but are reluctant to 
visit a plant and discuss mental health 
practices. 

Techniques used to stimulate interest 
in industrial psychiatry at the Menninger 
Foundation were described by Munden. 
He said that about 10 percent of psy- 
chiatric residents in this country are 
trained at the Menninger School of Psy- 
chiatry. A seminar on industrial psychia- 
try was initiated in 1955 and has been 
held yearly since then. Interest was 
shown but the reaction was negative on 
the whole. In 1957, visits by residents 
to nearby plants were begun, with the 
cooperation of the medical departments. 
Most residents were amazed and re- 
sponded positively to this new program 
orientation. 

Munden suggested that this approach 
would be useful in stimulating interest 
among local psychiatrists and mental 
health associations. 

Recognize the problem and get the 
help available, was his closing admoni- 
tion. 


EDUCATION 


An industrial setting is not appropriate 
for direct psychotherapeutic activity, Co- 
nant said. It is a place where we can 
identify problems and see that proper 
care is prescribed. It is in the more 
important role of prevention that the 
psychologist makes his contribution, he 
stated. The industrial community inher- 
its the problems of its society. Since 
mental health is one of society’s major 
problems, so it is industry’s. People 
bring to work their cares and anxieties, 
their alcoholism, and their concern about 
their children. The industrial social or- 
der can provide gratifications which 
reduce these stresses or it can nurture 
dissatisfactions, which become imbedded, 
take root, and flourish in the industrial 
soil. The objectives of an educational 
program are to aid in providing the 
knowledge and tools to create a desirable 
atmosphere. 

Conant emphasized the importance of 
management decisions on the mental 
health climate. Even casual comments 
often are taken quite seriously. He cited 
the example of the manager who indi- 
cated to one group that their house- 
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keeping could be improved. Several 
groups immediately set other work aside 
to clean house, irrespective of priority, 
because “the old man is on a_ house- 
cleaning kick.” 

Thought given to the effect of man- 
agement decisions can be a powerful 
tool in improving the climate and les- 
sening the aggravation of people’s emo- 
tional problems. 

Another problem area was labeled by 
Conant as that of “conflicting needs.” 
He referred to management’s attitude of 
“what’s good for the organization is 
good for the people,” without recogni- 
tion of the divided loyalties and conflict- 
ing needs of people. In citing examples, 
he told of the manager who gave a low 
rating to employees who left exactly at 
closing time, thereby imposing an un- 
realistic standard in view of their re- 
sponsibilities to their families and com- 
munities. He also mentioned the people 
who, though paid on a piecework basis, 
curtail their production rather than incur 
criticism by their peers. 

We sometimes make people feel anx- 
ious and inordinately guilty, Conant said, 
oftentimes quite unnecessarily, by failure 
to recognize their conflicting needs and 
to help in resolving them. 

Conant said the training program at 
his plant is aimed at three levels of 
understanding how people think, feel, 
and act. 

The orientation course, labeled “Un- 
derstanding People,” includes seven 2- 
hour sessions once a week. An additional 
session at the initiation of members is 
called a “self-analysis experiment.” With 
their full consent, members anonymously 
take a personality test. They also pre- 
dict their individual scores on ten traits, 
based on guides that are provided. They 
then indicate what they wish they were 
like. The answers yield a self-concept 
and a concept of ideal self, in addition 
to the test results. 

The test results provide a fairly ac- 
curate measure of what the individual 
members are like in relationship to peo- 
ple in general, he continued. It is 
followed by individual discussions to in- 
terpret the results. Personal problems 
can be discussed and counseling given. 

Conant stressed this is not a_ tech- 
nique-oriented or “how to” type of train- 
ing. Rather it aims at greater insight 
into behavior and allows for individual- 
ization of approach. As supervisors and 
managers understand human needs bet- 
ter, especially the impact of their own 
psychological makeup, they are better 
able to establish a work climate con- 
ducive to more effective adjustment. 
From management’s viewpoint, increased 
productivity and creativity are significant 
by-products. 

The second course, “Interviewing 
Techniques,” is designed to improve skill 
in handling people, Conant continued. 
He said much of the work of supervi- 
sors and managers requires the ability 
to “bridge the perceptual chasms of our 
experience and their experience.” The 
training given is designed to help people 
learn to listen, to help them realize when 
they are not listening, and, if possible, 
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to understand why they have not lis- 
tened. Interviews are role played, tape 
recorded, and then analyzed by the 
group. Recorded examples are also 
played to demonstrate how someone else 
handled the situation. 

As a result, the group becomes ex- 
tremely sensitive to the importance of 
interpersonal dynamics, not only to the 
words spoken but to the facial expres- 
sion, gestures, and mannerisms which 
indicate whether or not the other person 
is listening, Conant said. The course 
is very popular with management, he 
added, mainly because they feel they 
learn techniques in two-way communi- 
cation and in giving emotional first aid. 
He said guidelines are given for not 
“getting in too deep,” and emphasized 
that the medical department is always 
available for consultation and referral. 


The third course, still in the trial 
stage with a volunteer group of 10 per- 
sons, Conant described as a workshop in 
self-understanding. It attempts to get 
even farther away from the “how to” 
type of presentation and more into the 
“why” of behavior. The course provides 
“situations” and then assesses reactions 
to each of them. Discussion is devoted 
to comparison of the different reactions 
among the group members. The purpose 
is to show the importance of a person’s 
attitudes on his interpersonal relation- 
ships—his impact on others, and the im- 
pact of others on him; the role of un- 
conscious motivations in behavior; and 
the effect of childhood experiences on 
the development of personality. Prelimi- 
nary results are encouraging. 

Conant said 60 percent of his time 
is spent in training, and he reviewed 
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provide total therapy 


nasal decongestant - antihistaminic 
analgesic « antipyretic 


for symptomatic relief 


aches « fever pain respiratory tract 
congestion 
Dosage: Adults and older children: One or two 
tablets t.i.d. as required. Children 6 to 12 years 
of age: One tablet tid. as required. 

Supplied: Bottles of 100 and 1000. 

Each orange and yellow layered tablet contains: 
‘Sudafed’® brand Pseudoephedrine Hydrochloride. 20 mg. 
‘Perazil’® brand Chlorcyclizine Hydrochloride. ... 


Aspirin (Acetylsalicylic Acid) 


Lud 
ELLCOME & 60. 


BURROUGHS W 


Tuckahoe, WY. 


the various ways training leads him into 
consultation with management; assess- 
ment of employee morale, consultations 
about individuals, personal counseling, 
employee relations problems, and the 

e. 

In summary, Conant said he feels psy- 
chologists within the industrial medical 
department are making pioneer strides 
in preventive mental health which in 10 
years will bring advancement in this 
field throughout large industrial con- 
cerns. 


THE MANAGEMENT VIEWPOINT 


I think every management develop- 
ment program is directed toward a cli- 
mate conducive to minimum frustrations 
and maximum effectiveness on the job, 
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Warren said. Certainly, efforts to define 
jobs, to determine areas of authority, to 
establish performance criteria, and to 
improve man-manager relationships are 
attempts to let the worker know where 
he stands and feel more secure in his 
position and in his relationship with his 
co-workers in the plant and in the man- 
agement hierarchy. 

One of the questions plaguing man- 
agement in its efforts to run a business 
with healthy people is, “How sick is 
sick?” he said. No one is completely 
healthy mentaily: it is a matter of deter- 
mining the optimal degree of mental 
health within any organization. 

Warren challenged the assumption 
that 1 of 10 persons need treatment. Use 
of these figures is equivalent to lumping 


the common cold with tuberculosis, he 
said. In a preventive mental health pro- 
gram, we should address ourselves to 
cases that give evidence of being acute, 
rather than trying to be all things to all 
people. 

He admitted the difficulty of provid- 
ing guides to a manager in the early 
detection and referral of incipient mental 
illness. In so doing, he said, we must 
preserve the primary function of busi- 
ness, avoiding a climate of “mental hypo- 
chondria.” We must not permit overtones 
of mental illness to so becloud person- 
nel actions as to make administration 
all but impossible. 

An educational program in the pre- 
vention of mental illness within his com- 
pany was described by Warren, who 
credited McLean as its creator. Endorse- 
ment of the program by division general 
managers was obtained before it was in- 
augurated in plant areas, he said. 

Essentially, the program seeks to alert 
management at all levels to the facilities 
which can be brought to bear in dealing 
with a disturbed worker and to provide 
guideposts for managers in referrals. 
Managers attended a series of confer- 
ences on mental health which included 
on the program the professional psychia- 
trist, the plant physician, the plant per- 
sonnel manager, the psychologist, and 
the plant general manager. The desired 
result was obtained, he said, since they 
presented a concerted story on mental 
health with the backing of the profes- 
sional staff and management. 

Management can do much, he added, 
to improve mental health through inter- 
nal research within the company and 
widespread dissemination and use of the 
results of research being conducted out- 
side the company. By making full use 
of these experiences in decisions and 
establishment of policy, Warren said, 
management is leading from as much 
strength as it can. 


PSYCHIATRY’S ROLE 


Some mental health problems at work 
are obvious and easily recognized, Mc- 
Lean stated. Incidence of mental illness, 
environmental influence on the emotion- 
ally disturbed employee, and loss of pro- 
ductivity, income, and manpower are in 
this category, he said. 

But there are other less clearly recog- 
nized factors, he added. They range 
from the meaning of work to the individ- 
ual to the more subtle factors in a work 
situation which may trigger, not cause, 
symptoms of mental illness. They encom- 
pass the mental health of individuals at 
work but are not regarded ordinarily 
as doing so. 

McLean referred to Conant’s discus- 
sion of the anxiety aroused in employees 
through policies, procedures, situations, 
and even personalities within a com- 
pany. He said promotions, demotions, 
job transfers, and assignments with a 
different supervisor can be contributory 
factors in mental illness. 

As an example, McLean cited the case 
of an executive who, on returning to 
work after a physical illness, was pro- 
moted to a position of greater responsi- 
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bility. He reacted with a major depres- 
sion requiring months of hospitalization 
and care. The executive, insecure as a 
result of his physical illness, was given 
no alternative but to accept the promo- 
tion, which obviously contributed to his 
breakdown. 

Learning a great deal more about why 
and how changes on the job influence 
mental health becomes one of the major 
problems in industry today, he said. 

No psychiatrist in industry can func- 
tion successfully without management’s 
support. Neither can he function opti- 
mally without skilled and _ perceptive 
physicians in the medical department or 
medical consultants fulfilling this role in 
the community. And no mental health 
program can succeed without emphasis 
on both education and research, McLean 
concluded. 

Psychiatry’s role in industrial mental 
health is relatively new, Collins said. 

Tracing the work of pioneers in the 
field, he said the first psychiatrist in in- 
dustry, Dr. C. Charles Burlingame, start- 
ed with the Cheney Silk Mills in Manches- 
ter, Conn., in 1914. Dr. E. E. Southard, 
professor of psychiatry at Harvard, 
worked with the Engineering Founda- 
tion in 1920 on a number of surveys. 
And from 1925 to 1929, Dr. V. V. An- 
derson, as a consulting psychiatrist with 
Macy’s Department Store, defined job 
qualifications and job placement, match- 
ing these factors to personality, job, and 
dexterity capabilities. He also did con- 
siderable work in emotional and follow- 
up therapy, with the assistance of visit- 
ing and public health nurses, and, at 
the same time, wrote “Industrial Psy- 
chiatry,” the only textbook ever pub- 
lished on the subject. 

During World War II, industry called 
on psychiatrists to assist in getting out 
the product and bolstering morale, Col- 
lins recalled. But this was a temporary 
an ient resulting in dismissals at war's 
end. 

Later came the new era in mental 
health programs in industry, when psy- 
chiatrists were hired on a sound medical 
basis, he said. 

Today the psychiatrist plays many 
roles in industry, with his own and other 
companies, with local and national men- 
tal health societies, with personnel and 
supervisors, Collins stated. 

He emphasized the role of the psy- 
chiatrist as a teacher. Nurses, physicians, 
and supervisors learn to interpret em- 
ployee behavior from the psychiatrist. 
They learn that it is not a personal 
attack when a patient glowers, is sarcas- 
tic, and shows hostility. They are taught 
they stand for something in the patient’s 
life and experience which has brought on 
revolt. And they are taught to listen. 
Collins said professional medical person- 
nel are trained to be active, to do things, 
and to order patients to do things, and 
they question the value of just listening. 
The psychiatrist teaches them to listen 
without prejudice or bias. 

Counselors working in an ancillary ca- 
pacity to supervisors urge troubled em- 
pleyees to seek the advice of the super- 
visor and the medical department. The 
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psychiatrist does not see anyone unless 
referred by the medical department, he 
added. This avoids putting diagnostic 
responsibility on the shoulders of the su- 
pervisor. Otherwise word is likely to get 
around the department that “you’d bet- 
ter go easy, or Joe will send you to 
Collins and he'll pick your brains.” This 
is not good mental health or education. 

Collins said psychiavrists have a respon- 
sibility to further education in industrial 
psychology outside the company area. 
A questionnaire sent out in a magazine 
asking for information from those inter- 
ested in the subject brought more than 
180 replies from psychiatrists working 
about 2 hours a week as consultants in 
industry. 

The psychiatrist in a community is also 


a citizen, Collins stated. He illustrated 
the value of the assistance given local 
mental health societies by referring to 
the Camden Mental Health Association 
which invites supervisors to attend 
monthly meetings on such subjects as 
“Understanding Your Emotions.” By 
methods such as this, psychiatrists help 
management to understand behavior. 

Most psychiatrists agree there is need 
for greater awareness of individual needs 
by management and medical personnel 
in industry, McLean said. Understand- 
ing the fundamentals of normal person- 
ality functions can bring greater under- . 
standing of much unexplained behavior. 
And if applied, it can lead to a healthier 
company and a healthier individual with- 
in its organization. 
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Surgery 
much safer* 


Well over 10 million surgical opera- 
tions are now performed in this country 
each year, according to the National 
Health Survey program of the United 
States Public Health Service. No less 
than three fifths of all patients in short- 
stay hospitals receive surgical treat- 
ment. These operations entail varying 
degrees of risk, ranging from deliveries 
of the newborn and simple tonsillecto- 
mies to involved and lengthy surgery 
on the nervous or cardiovascular sys- 
tems. The scope of surgery has greatly 
broadened, especially in the last two 
decades, and at the same time the risk 
of operation has lessened markedly. This 
is due not only to the development of 
new surgical techniques and improve- 
ments on the old but also to better diag- 
nosis and selection. of patients eligible 
for surgery, advances in anesthesiology 
and the control of infections. 

The improved outlook for surgical pa- 
tients is evidenced in experiences re- 
ported by a number of hospitals and 
medical centers throughout the country. 
In a review of the experience of one 
large hospital, covering more than 
100,000 operative and anesthetic pro- 
cedures of all types during 1945-54, the 
surgical mortality was 43 percent below 
that of the period two decades earlier, 
1925-34. Actually, this record under- 
states the extent of the progress because 
many old and poor risk patients who 
would not have been accepted for sur- 
gery in earlier years have been operated 
on in recent years. 

Striking reductions in the mortality 
associated with a number of specific 
operations were reported in a St. Louis 
study. Thus, there was a decline of 88 
percent between the two periods 1916- 
38 and 1948-52 in the surgical mortality 
for one type of operation for gallbladder 
disease. About as rapid was the de- 
-cline from 1920 to 1953 for thyroid 
operations in cases of toxic goiter. With- 
in a period of 15 years, a drop of nearly 
85 percent was reported for closure of 
perforated peptic ulcers. Among the 
other operations with appreciable reduc- 
tions in surgical risk in this St. Louis 
study were corrections of obstructions 
of the small intestine, partial gastric re- 
section in duodenal ulcer, esophagec- 
tomy in cancer, and radical mastectomy. 

Advances in cardiac surgery have 
brought great benefits to patients with 
mitral stenosis due to rheumatic heart 
disease. This is illustrated by a study 
covering the experience of several Bos- 
ton hospitals with such patients having 
a mitral valvuloplasty. Among patients 
with some impairment of -function or 
with progressive symptoms due to the 
disease, the surgical mortality rate has 
been radically reduced in the short pe- 
riod since 1949, when the procedure 
was started. The rate of 14 percent in 
1949-51 was cut to 4 percent in 1951- 


*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, August 1959. 
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53. Subsequently, the surgical mortality 
dropped to less than 1 percent for the 
patients in the study who had the opera- 
tion in 1953-56. Surgery for correction 
of certain congenital heart defects is 
being done on an increasing scale with 
diminishing risk for the patients. 
Another example of the recent spec- 
tacular advances in cardiovascular sur- 
gery is in the treatment of aortic an- 
eurysm. Until the last few years there 
was no: satisfactory. treatment for this 
condition. It is now yielding in selected 
cases, however, to a surgical approach 
with ever lower operative mortality. A 
of excisional therapy for aneurysms 
of the abdominal aorta performed in 
Houston hospitals shows a progressive 
decline in operative mortality from 25 


percent in their early experience, 1952- 
53, to less than 2 percent in the year 
1956. 

Many aged have added to their ac- 
tive years, have gained comfort, and 
have had their lifetime prolonged by 
modern surgery. They have benefited 
not only by advances in surgery for 
cardiac conditions and for malignancies, 
but also by elective surgery to restore 
vision, to be rid of painful gallstones, 
and to have ruptures repaired. Such 
progress takes on added significance in 
view of the increasing numbers and 
proportion of aged in the population. 

The record for surgery today epito- 
mizes the accomplishments of a highly 
skilled team of medical and allied per- 
sonnel. They work with newly devised 
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a new advance in tranquilization: 
greater specificity of tranquilizing action results in fewer side effects 


The presence of a thiomethyl radical (S-CH;) is unique in 
Mellaril and could be responsible for the relative absence of 


CH, CH, side effects and greater specificity of psychotherapeutic action. 
; N This is shown clinically by: 
CH, 


1 A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” f 
action of other phenothiazines. This is evidenced 
by a lack of appreciable anti-emetic effect. 
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ittle effect on blood pressure 
ind temperature regulation 
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3 A notable absence of extrapyramidal stimulation. 


pression of vomiting 


pening of blood pressure 
temperature regulation 4 ‘Lack of impairment of patient’s normal drive and energy. 


fe on 5 Virtual freedom from such toxic effects as 
phenothiazine -type jaundice, photosensitivity, skin tio 
jaundice, pho ty, eruptions, 
blood forming disorders. 
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equipment, new drugs, and with a hos- 
pital organization that plans for smooth 
and efficient functioning. All facets of 
these efforts are under constant study 
and the future will undoubtedly see 
further reductions in the hazards of 
surgery. 


1958 summary 
of disease 
outbreaks* 


Carl C. Dauer, M.D., and Donald J. Davwidst 


The pattern of foodborne and water- 
borne disease outbreaks in 1958 did not 
differ greatly from that of the previous 
years. However, a closer inspection 
should be made of some aspects of the 
pattern. For instance, there is no con- 
vincing evidence that staphylococcal 
food poisoning and foodborne Salmonella 
infections are becoming less frequent. 
The decline in number of outbreaks 
and cases of staphylococcal food poison- 
ing reported in 1958 and in 1957 com- 
pared with previous years is more likely 
to be due to failure in reporting than 
to a reduction in this type of illness. 
Two outbreaks involving cheese were 
among the reports received in 1958. In 
one outbreak cases occurred in two ad- 
joining States receiving shipments of 
cheese processed in another State. Sta- 
phylococci were isolated from samples 
of the cheese obtained from the distrib- 
utor and the factory. Furthermore, the 
organism was found in milk from dairy 
herds supplying milk to the cheese fac- 
tory. Some strains of staphylococci iso- 
lated from samples of milk were resist- 
ant to certain antibiotics. The second 
outbreak occurred in an_ institutional 
population that had been supplied with 
cheese manufactured in the same State. 
A review of reports received in past 
years shows that staphylococcal food 
poisoning associated with fluid milk, 
dried milk, and cheese is not uncom- 
mon. It is also known that bovine mas- 
titis caused by staphylococci is com- 
mon. Furthermore, the indiscriminate 
use of some antibiotics in the treatment 
of mastitis has favored the development 
of strains of staphylococci that are re- 
sistant to the antibiotics. Therefore, there 
is need to investigate more thoroughly 
many aspects of the whole problem of 
staphylococci in milk and milk products 


and to study the relationship between’ 


staphylococcal infections in man and 
animals. More intensive studies of out- 
breaks should also be made when milk 
or milk products appear to be vehicles 
of infection. 


Reprinted from Public Health Reports, August 
1959. 

+Both authors are with the National Office of 
Vital Statistics. Dr. Dauer is medical adviser 


to the chief, and Mr. Davids is health program 
representative. 
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Fewer cases as well as fewer out- 
breaks of foodborne Salmonella infec- 
tion were reported in 1958 than in 1957. 
The numerous sources of infection re- 
ported emphasize the wide distribution 
of these organisms, particularly in ani- 
mals and animal products, such as meat 
and eggs. In one outbreak caused by 
Salmonella dublin, infection was traced 
to a certified raw milk dairy. Laboratory 
examination revealed the presence of 
this organism in specimens of feces of a 
dairy farm employee, but Salmonella 
organisms were also isolated from three 
cows in the dairy herd. In another 
State, employees on a dairy farm pre- 
sumably were infected by contact with 
cows that had diarrhea. Salmonella ty- 


phimurium was isolated from both cattle 
and men that were ill. 

Salmonellae were isolated from shell 
eggs and frozen egg whites in several 
epidemics and from packages of a 
powdered scrambled egg product. Nu- 
merous outbreaks were reported follow- 
ing the eating of chicken and turkey 
meat, especially the latter. In others, 
food handlers were the probable source 
of infection. A number of cases of sal- 
monellosis were traced to contaminated 
well water, seldom reported as a source. 
The wide distribution of Salmonella and 
the possibilities for spread in a commu- 
nity are indicated by a summary pre- 
pared by the health department lab- 
oratory service of a large western city. 
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Twenty-seven different subtypes of the 
organism were isolated from 209 per- 
sons in 1958. These subgroups included 
10 in group B, 11 in group C, 3 in 
group D, 2 in group E, and 1 in group 
G. Seventy-two strains. of S. typhim- 
urium were isolated, 23 of Salmonella 
saint-paul, 16 of Salmonella oranienburg, 
14 of Salmonella newport, 13 of Sal- 
monella montevideo, 11 of Salmonella 
infantis, and 10 of Salmonella give. The 


' same variety of types has been reported - 


where laboratory diagnostic services are 
extensively utilized. 

Since only a fraction of the outbreaks 
caused by staphylococci and salmonellae 
and by other organisms appear to be 
reported, the real extent of the food- 
borne diseases is unknown. Year after 
year the same few States report the 
majority of the outbreaks summarized 
in these annual reports. Other States 
report a moderate number, and some 
report none. The reports from certain 
large cities are conspicuous by their 
absence. More complete reporting is 
needed not only for measuring the mag- 
nitude of the problem but also to show 
what is needed for improvement in food 
handling facilities and practices and for 
planning more effective control pro- 
grams. Furthermore, the food | indus- 
try is fourth largest of all industries in 
the United States, and the quality of 
its products is the direct concern of 
all persons. 

The various categories of foodborne 
and waterborne disease outbreaks re- 
ported in 1958 are discussed and tab- 
ulated in the same manner as in the 
report for 1957. 


WATERBORNE OUTBREAKS 


Only four outbreaks were demon- 
strated to be due to contaminated water. 
An outbreak of shigellosis followed fail- 
ure to chlorinate the public water supply 
of a small city for several days while 
the water inspector was out of town 
because of illness in his family. Another 
outbreak of shigellosis occurred in a 
group of campers who drank inade- 
quately treated water from a livestock 
watering tank. The other two outbreaks 
included salmonellosis resulting from the 
use of a polluted well and gastroenteritis 
due to contamination of a public water 
supply, although the manner in which 
the supply was contaminated was not 
determined. 


MILKBORNE OUTBREAKS 


Milk and milk products were con- 
sidered the source of infection for 13 
outbreaks. Cheese and cheese spreads 
were implicated in five outbreaks, sev- 
eral of which occurred only among mem- 
bers of individual families. The out- 
breaks: involving Cheddar cheese have 
been described. 

Thirty cases of salmonellosis were 
traced to raw milk from a certified dairy. 
In this episode a bottle washer contin- 
ued to work at his job while he was 
ill. About a week after the onset of 
his illness, a stool specimen was found 
to be positive for S. dublin. In another 
State five cases of salmonellosis were 
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thought to be due to milk from a small 
uninspected dairy. An outbreak of sal- 
monellosis in a hospital was traced to 
malted milk, but raw eggs used in the 
preparation of the milk drinks may have 
been the primary source of infection. 
Another outbreak in a hospital, not in- 
cluded in the milkborne category, was 
thought to be due to eggs used in mak- 
ing eggnog. Investigation revealed the 
flock which supplied the eggs was in- 
fected. 

Reconstituted dried, nonfat milk was 
the source of infection for 15 cases 
of gastroenteritis in a labor camp. Not 
included in the milkborne category was 
an outbreak of 75 to 80 cases of gas- 
troenteritis, thought to be due to milk 
served from dispensers in a university 


dining room. But this could not be 
proved, and milk obtained several days 
later from the dispensers did not show 
evidence of contamination. 


TYPHOID FEVER 
Only one outbreak of tyhoid fever 


_ was reported during 1958 in which food 


or drinking water was incriminated. The 
organisms recovered from the ill per- 
sons were phage type E;. However, 
several other episodes of typhoid fever 
were reported. Three boys became ill 
with typhoid fever after swimming in 
a stream which carried untreated sew- 
age. The organism in this instance was 
also phage type E;. In another instance, 
six cases with one death occurred over 
several weeks in a slum community 
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treated with Deeadron” 


be 
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which did not have public water and 
sewerage facilities. 


SALMONELLOSIS 


Twenty-seven outbreaks of salmonel- 
losis were reported in which laboratory 
confirmation was made either by isola- 
tion of organisms from the food, from 
the stools of the ill persons, or from 
food handlers. Four of the outbreaks 
were related to ingestion of chicken 
meat and four to turkey meat. The 
source of the food for 10 of the out- 
breaks was public eating establishments. 
Eleven species of Salmonella organisms 
were isolated. Among these were S. 
typhimurium in seven instances and S. 
dublin, Salmonella sandiego, and S. 
saint-paul in two outbreaks each. 

Several other outbreaks were reported, 
but no foods were thought to be in- 
volved. Salmonella reading was isolated 
from a package of powdered egg prod- 
uct which was served at a Boy Scout 
ranch, but no cases resulted. 


SHIGELLOSIS 


Three outbreaks of shigellosis were 
reported. Two resulted from contam- 
inated water supplies and the other 
from a tossed salad. The responsible 
organism in each instance was Shigella 
sonnei. 

Shigella flexneri 2a was found to be 
responsible for a number of cases of 
shigellosis which occurred over a 2-week 
period in an unsanitary labor camp. 
And S. flexneri 4 was responsible for an 
outbreak in a boarding home for chil- 
dren, but no common source of infec- 
tion was found in either episode. 


TRICHINOSIS 


In two of the seven outbreaks of 
trichinosis reported during 1958, the 
source of infection was homemade pork 
sausage. In another, it was pork sausage 
prepared by a local butcher. In a fourth 
outbreak, dietary histories indicated that 
ham had been eaten. Investigation re- 
vealed that the ham itself probably was 
free of viable Trichinella and that con- 
tamination could have taken place by 
the addition of raw pork. In this out- 
break 78 persons developed symptoms 
of trichinosis, and about 45 of these 
gave definite laboratory evidence of re- 
cent infection. 


BOTULISM 


Four cases of botulism were reported. 
Two persons became ill after eating 
home-canned string beans which had 
been discarded by another family be- 
cause they looked spoiled. The beans 
were heated in a skillet before serving. 
Clostridium botulinum was _ identified 
morphologically and culturally from the 
original jar of beans. One other case 
resulted from eating home-canned mush- 
rooms, and no particular food was in- 
criminated in the illness of the fourth 


person. 


STAPHYLOCOCCAL FOOD 
POISONING 


Most of the 62 outbreaks of staphy- 
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lococcal food poisoning occurred follow- 
ing meals in public eating establish- 
ments and private homes. The foods 
most often involved were meats other 
than poultry. Eclairs and custard-filled 
desserts were proved by laboratory tests 
to be the vehicle of infection in only six 
outbreaks, 


GASTROENTERITIS, ETIOLOGY 
UNKNOWN 

More than one-half of the total water- 
borne and foodborne outbreaks were of 
unknown etiology. Poultry and other 
meats were the suspected vehicles in 72 
of them. The two most frequent sources 
of infected foods were public eating es- 
tablishments and private homes. Usually 
food samples were not available for 
laboratory examination, and, when speci- 
mens were obtained either from the 
food or from the ill persons, the results 
were negative or inconclusive for food- 
poisoning organisms. 


CHEMICAL POISONING AND NOXIOUS 
FOODS 

Five reports of chemical or noxious 
food poisoning, each affecting only a 
few persons, were related to the inges- 
tion of wild mushrooms. Another report 
stated that 20 children became ill when 
a dining room was sprayed with an in- 
secticide while the group was eating. 
Several other outbreaks of chemical 
poisoning resulted from contamination 
of punch drinks with metals from the 
containers in which the drinks were 
stored. Zinc, antimony, and _ copper 
were the metals involved. 

In two instances beef and French 
doughnuts were found to be contam- 
inate, and in another instance a number 
of persons became acutely ill while eat- 
ing soup in a restaurant. Investigators 
thought the illness was due to chemical 
poisoning, although there was no defi- 
nite evidence of such contamination. 
One case of lead poisoning resulted from 
ice used in alcoholic drinks. The ice 
was stored in a chest which had a lead 
slab lining the bottom, and chips of the 
lead were scooped up along with the 
ice. 


Heart disease 
in childhood* 


It is not generally realized that heart 
disease takes a considerable toll of life 
annually among children in the United 
States. The various forms of the disease 
are responsible for about 10,000 deaths 
a year among children under 15 years 
of age. Congenital malformations of the 
heart account for the large majority of 
these deaths. Rheumatic fever and 
chronic rheumatic heart disease cur- 
rently cause approximately 300 deaths 
*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, July 1959. 
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annually under age 15, and all other 
diseases of the heart add somewhat 
over 800 deaths to the total. Very few 
of the deaths in this residual category 
are attributed to hypertensive or arterio- 
sclerotic heart disease, which loom so 
large in the mortality picture for adults. 

The childhood mortality from heart 
disease is heavily concentrated in in- 
fancy. Among white boys, for example, 
the death rate drops sharply from 234.9 
per 100,000 under age 1 year to 6.9 at 
ages 1-4, and further to 2.7 per 100,000 
at 5-9 years; the rate then takes a slight 
upward turn. The very marked reduc- 
tion in heart disease mortality after in- 
fancy reflects essentially the failure of 
children with the most severe forms of 
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congenital heart disease to survive be- 
yond the first year ‘of life. The small 
rise at ages 10-14 represents the increase 
in the death rate from heart diseases 
other than congenital, principally rheu- 
matic. 

The sex ratios of the death rate from 
congenital malformations of the circula- 
tory system show wide: variations from 
one age group to another and between 
white and nonwhite children. In the 
white population the mortality from this 
cause under age 1 is markedly higher for 
boys than girls, yet in the next age 
group, 1-4 years, girls record a slightly 
higher rate. At the elementary school 
ages the death rate is about the same for 
both sexes. Among nonwhite infants, the 


excess male mortality from congenital 
malformations of the circulatory system 
in infancy is much smaller than it is 
among white babies; beyond infancy 
nonwhite boys still record a slightly 
higher death rate than girls. 

Nor does the ratio of white to non- 
white mortality exhibit a definite pattern 
at the various childhood ages. In in- 
fancy, the recorded death rate from 
congenital malformations of the circula- 
tory system is more than twice as high 
among white babies as among non- 
whites; at ages 1-4, however, the ratio 
is reversed. It appears likely that the 
mortality from congenital heart disease 
among nonwhite babies is grossly un- 
derstated; in fact, the true mortality 
from this cause may be considerably 
higher among nonwhite than white chil- 
dren. For rheumatic fever and the other 
forms of heart disease, the mortality is 
considerably higher for the nonwhite at 
each age group under 15 years. 

Until recent years there had been 
practically no therapy available for con- 
genital heart defects. Recent advances in 
cardiac surgery, however, offer chances 
of cure in many cases, even though sur- 
gical mortality is still relatively high. 
Follow-up studies indicate that surgical 
treatment has enabled many children 
with congenital heart disease to carry 
on a fairly normal degree of activity. 
Along with improvements in surgical 
technique have come advances in meth- 
ods of diagnosis and the development 
of anesthesiology. Relatively little is 
known about the causes of congenital 
defects and progress in the prevention 
of congenital heart impairments will de- 
pend largely on further advances in 
genetics and other biological sciences. 

The problem of controlling rheumatic 
heart disease lies essentially in the pre- 
vention of the streptococcal infections 
commonly associated with rheumatic 
fever and of recurrent attacks that may 
damage the heart. Antibiotics have 
achieved a measure of success in both 
respects. At present, prospects for fur- 
ther gains in the prevention of rheumatic 
heart disease are good. 


Motor vehicle 
accident toll rises* 


Motor vehicle accidents in the United 
States took more lives in each of the 
first six months of 1959 than in the like 
months of last year. Through June of 
the current year, motor vehicle accident 
fatalities totaled about 17,100, or 5 per- 
cent above the toll a year ago, accord- 
ing to estimates by the National Safety 
Council. This rise reverses the favor- 
able trend of recent: years; the number 
fatally injured in such accidents de- 


creased from about 18,000 in the 
*Reprinted from Statistical Bulletin, Metropoli- 
tan Life I Company, July 1959. 
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January-June period of 1956 to 17,500 
a year later, and further to about 16,300 
in the first half of 1958. It is shocking 
to realize that motor vehicle accidents 
took a considerably higher death toll 
in the first six months of 1959 than 
did acute poliomyelitis, measles, scarlet 
fever, whooping cough, and diphtheria 
together in the past six year period, 

The increase in motor vehicle accident 
deaths so far this year parallels the rise 
in the volume of travel. Consequently, 
the mortality rate on a mileage basis 
remained at the record low established 
a year ago, namely, 5.1 per 100 million 
vehicle miles. This statistical fact, need- 
less to say, gives little consolation to the 
many thousands of bereaved families. 

Intensified efforts are needed to curb 
the large and increasing loss of life in 
motor vehicle accidents. The extent to 
which such efforts succeed will depend 
in appreciable part on the progress 
made in reducing the mortality result- 
ing from collisions of various kinds. 
Collisions between motor vehicles out- 
ranked every other type of accident. In 
1957, there were almost 12,000 fatali- 
ties in such mishaps; they accounted 
for somewhat over one fourth of all 
motor vehicle accident deaths among 
males and for about two fifths of those 
among females. Pedestrians hit by a 
motor vehicle comprised one fifth of the 
victims in each sex, the number of such 
deaths totaling close to 8,000. Col- 
lisions of motor vehicles with fixed ob- 
jects, such as trees or poles, were re- 
sponsible for nearly 2,000 deaths in the 
year, and collisions with railway trains 
for an additional 1,400. Most of the 
deaths in the residual category “other 
collisions” represent male bicycle riders 
hit by motor vehicles. 

Noncollision accidents also account 
for a considerable loss of life in the 
United States. In 1957, over 7,500 motor 
vehicle deaths resulted from running 
off the roadway; this was reported for 
1 out of every 5 deaths among males 
and about 1 in every 7 among females. 
The death rate from this type of acci- 
dent among males was 7.4 per 100,000, 
compared with only 1.7 among females. 
Overturning on the road, while of lesser 
numerical importance, nevertheless took 
about 1,300 lives in 1957. 

Motorcycle accidents, other than those 
involving pedestrians, caused nearly 800 
deaths in the year, more than 90 per- 
cent of them among males. Precise fig- 
ures are lacking on the number of pe- 
destrians killed annually by motorcycles, 
but estimates range around the 200- 
mark. 

Another aspect of the motor vehicle 
accident problem which merits at- 
tention is the relative number of people 
fatally injured by the various types of 
vehicles. Approximately 80 percent of 
the victims lost their lives in accidents 
involving passenger vehicles only. An 
additional 10 percent of the fatalities 
resulted from the collision of passenger 
cars and transport vehicles (mainly 
trucks, but also such vehicles as trac- 
tor trailers, and construction or farm 
machinery in transport under their own 


power on the highway). In nearly the 
same proportion of deaths, transport ve- 
hicles only were involved. Buses ac- 
counted for only about 1 percent of 
the total motor vehicle accident mor- 
tality. This distribution of deaths is 
not appreciably different from the dis- 
tribution of the number of various types 
of vehicles, as compiled from motor ve- 
hicle registrations by the United States 
Bureau of Public Roads. 

The complexity of the motor vehicle 
problem requires an attack on many 
fronts. Law enforcement agencies, en- 
gineers, educators, and others actively 
engaged in the safety movement still 
face a formidable task in reducing the 
slaughter on our streets and highways. 
But their efforts will accomplish little if 
they do not have the wholehearted co- 
operation of the American people. Last 
year there were 37,000 deaths from 
motor vehicle accidents in the United 
States; the total will rise to about 39,000 
for 1959 if the record for the second 
half of the year is as unfavorable as 
that in the first half. 


Slight decrease 
in mortality* 


In the first half of 1959 the death rate 
among the Industrial policyholders of 
the Metropolitan Life Insurance Com- 
pany was a little lower than that in 
the like period of the preceding year, 
but exceeded by 5 percent the com- 
parable rate for 1957. Through June 
the mortality rate at all ages combined 
was 698.1 per 100,000, compared with 
702.8 a year ago and 662.8 two years 
ago. 

Among white male policyholders the 
death rate under age 75 decreased 
slightly since last year, but among white 
females it remained unchanged. At no 
age group, either among males or fe- 
males, was there any appreciable change 
in mortality. 

The cardiovascular-renal diseases, 
which account for more than half the 
total mortality among the Industrial 
policyholders, recorded a slightly higher 
death rate in the first half of this year 
than 1958—378.4 and 376.6 per 100,000, 
respectively; in the January-June period 
of 1957 the rate was only 360.9 per 
100,000. The increased mortality from 
these diseases in 1958 reflected the ef- 
fect of the influenza epidemic, which 
prevailed during the early months of 
the year, on people with serious cir- 
culatory impairments. Not immediately 
apparent is the reason for the continued 
high mortality from cardiovascular-renal 
diseases so far in 1959. 

The death rate from cancer (malig- 
nant neoplasms) increased about 3 per- 
cent—from 141.2 per 100,000 a year ago 
to 144.9 in the current year. Diabetes 


Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, July 1959. 
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mortality, on the other hand, recorded 
a slight decrease. 

An appreciable decrease occurred in 
the death rate from pneumonia and in- 
fluenza since last year, when influenza 
was epidemic. The mortality rate for 
the first six months of the current year 
was 21.5 per 100,000, or almost one fifth 
less than that a year ago, but about 
one third above the corresponding rate 
for 1957. 

Tuberculosis mortality, resuming its 
long-term downward trend, established 
a new low of 5.8 per 100,000 policy- 
holders in the first half of the year. The 
death rate from the principal commu- 
nicable diseases of childhood—measles, 


| scarlet fever, whooping cough, and diph- 


theria—likewise was at a record low, 
namely, 0.1 per 100,000, compared with 
0.3 a year ago. 

Acute poliomyelitis, while still a very 
minor cause of death, accounts for a 
somewhat higher mortality this year 
than last. There were five deaths from 


| the disease among Metropolitan Indus- 


trial policyholders in the first half of 
1959—equivalent to a rate of 0.1 per 
100,000 Industrial policyholders—where- 
as none occurred in the same period of 
last year. In the general population of 
the United States, 1,030 cases of polio- 
myelitis were reported in the first half 
of the current year, compared with 650 
a year earlier, an increase of about 60 


percent. The number of paralytic cases 


more than doubled, rising to 681 from 
329 in the first half of 1958. 

Mortality from the external causes 
changed but little from the level of 


| the year before in this insurance experi- 


ence. The accident death rate was 
slightly lower and so was homicide, but 
suicide increased fractionally. 

The Statistical Bureau of the Metro- 
politan Life Insurance Company keeps 
a current record of catastrophes — acci- 
dents in which five or more persons 
are killed. The facts for the general 
population of the United States, com- 
piled from a variety of sources, are 
briefly summarized here. 

In the first half of 1959, catastrophic 
accidents killed nearly 800 persons, 
somewhat less than in the correspond- 
ing months of 1958. The loss of life 
in military aviation decreased appreci- 
ably, reaching one of the lowest points 
for any comparable period in a decade. 
Bus accidents in which five or more 
persons were killed also took consid- 
erably fewer lives this year than last. 
In contrast, catastrophes involving other 
types of motor vehicles took a sub- 
stantially greater toll than a year ago. 
Natural catastrophes showed little 
change. 

Through June of this year there were 
two disasters in which 25 or more per- 
sons lost their lives, both of them in- 
volving civil aviation. On February 3, 
a scheduled plane plunged into the East 
River in New York City, causing 65 
deaths. The second disaster occurred 
on May 12 near Baltimore, when a 
scheduled plane disintegrated in mid- 
air during a thunder-storm, taking the 
lives of 31 persons. 


Books received 


Books received for review during the 
period from September 5 and October 5, 
are listed below. Reviews will be pub- 
lished as space permits. 


ANATOMY OF THE HUMAN BODY. By 
Henry Gray, F.R.S., Late Fellow of the Royal 
College of Surgeons; Lecturer on Anatomy at 
St. George’s Hospital Medical School, Lon- 
don. Ed. 27. Cloth. Pp. 1458, with illustra- 
tions. Price $17.50. Lea & Febiger, Wash- 
ington Square, Philadelphia 6, 1959. 


DISORDERS OF THE TEMPOROMANDI- 
BULAR JOINT. Diagnosis, Management, Re- 
lation to Occlusion of Teeth. By Laszlo 
Schwartz, D.D.S., Clinical Professor of Den- 
tistry, Columbia University; Director, Temporo- 
mandibular Joint Clinic, Columbia-Presbyterian 
Medical Center. Cloth. Pp. 471, with illus- 
trations. Price $15.00. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 
5, 1959. 


THE MEDIASTINUM. By Ted F. Leigh, 
M.D., Professor of Radiology, Emory Univer- 
sity School of Medicine; Director of the De- 
partment of Radiology, Emory University Hos- 
pital; Member of the Section of Radiology, 
Emory University Clinic, Atlanta, Georgia; and 
H. Stephen Weens, M.D., Professor of Ra- 
diology and Chairman of the Department of 
Radiology, Emory University School of Medi- 
cine; Director of the Department of Radiology, 
Grady Memorial Hospital; Chief of the Sec- 
tion of Radiology, Emory University Clinic, 
Atlanta, Georgia. Cloth. Pp. 246, with illus- 
trations. Price $11.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1959. 


A GUIDE TO THE IDENTIFICATION OF 
THE GENERA OF BACTERIA. With Methods 
and Digests of Generic Characteristics. By 
V. B. D. Skerman, Reader in Bacteriology and 
Head of the Department of Bacteriology, Uni- 
versity of Queensland, Brisbane, Australia. 
Paper. Pp. 217, with illustrations. Price $5.50. 
The Williams & Wilkins Company, Mount 
Royal and .Guilford Avenues, Baltimore 2, 
1959. 


A FUNCTIONAL APPROACH TO TRAIN- 
ING IN CLINICAL PHYSIOLOGY. Via Study 
of a Mental Hospital. By Abraham S. Luchins, 
Ph.D., Professor of Psychology, University of 
Miami, Coral Gables, Florida. Cloth. Pp. 288. 
Price $7.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1959. 


KINESIOLOGY AND APPLIED ANATOMY. 
The Science of Human Movement. By Philip 
J. Rasch, Ph.D., C.C.T., F.A.C.S.M., Associate 
Professor of Physical Medicine and Rehabilita- 
tion, College of Osteopathic Physicians and 
Surgeons, Los Angeles, California; and Roger 
K. Burke, Ph.D., F.A.C.S.M., Associate Profes- 
sor of Physical Education, Occidental College, 
Los Angeles, California. Cloth. Pp. 456, with 
illustrations. Price $7.50. Lea & Febiger, 
Washington Square, Philadelphia 6, 1959. 


HYPNOSIS IN ANESTHESIOLOGY. By 
Milton J. Marmer, M.D., M.SC.MED. (ANES.), 
Chairman, Department of Anesthesia, Cedars of 
Lebanon Hospital, Los Angeles, California; 
Assistant Clinical Professor of Surgery (Anes.) 
University of California School of Medicine, 
Los Angeles, California; Diplomate, American 
Board of Anesthesiology; Member, Society for 
Clinical and Experimental Hypnosis. Cloth. 
Pp. 150. Price $6.75. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1959. 


CLINICAL AUSCULTATION OF THE 
HEART. By Samuel A. Levine, M.D., Sc.D. 


SUPPORT 
STUDENT LOANS 
AND 

RESEARCH 


through osteopathic CHRISTMAS SEALS 


The Osteopathic Foundation, 212 E. Ohio Street, Chicago (1, Illinois 
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when pregnancy 1s 
aindicated. 


Their simplicity of use assures the high degree of patient 
cooperation which is essential to any program of con- 
ception control. Greaseless, odorless and deodorizing, 
LoropHyN Suppositories melt within 15 minutes to form 
a tenacious spermicidal barrier which has proved highly 
efficacious in clinical studies.* 

Stable in any climate, LoropHyn Suppositories contain 
phenylmercuric acetate 0.02%, methylbenzethonium chlo- 
ride (an effective deodorant) 0.2% and methylparaben in a 
water-dispersible base. Box of 12 hermetically sealed sup- 


positories, 2 Gm. each. 


Also available: Loropuyn Jelly containing phenylmer- 
curic acetate 0.05%, polyethylene glycol of mono-iso-octyl 
ether 0.3%, methylparaben 0.05% and sodium borate 3% 
in a special jelly base, Tube of 3% oz. 

*Eastman, N. J., Seibels, R. E.: J. Am. M. Ass. 139:16, 1949. Eastman, N J.. 


South. M. J. 42:346, 1949. 


EATON LABORATORIES. NORWICH, NEW YORK 


(Hon.), F.A.C.P., Clinical Professor of Medi- 
cine, Emeritus Harvard Medical School; Con- 
sultant in Cardiology, Peter Bent Brigham 
Hospital, Boston; Consultant Cardiologist, New- 
ton-Wellesley Hospital; Physician, New Eng- 
land Baptist Hospital; and W. Proctor Harvey, 
M.D., Associate Professor of Medicine, George- 
town University Hospital; Consultant in Car- 
diology, Walter Reed Army Medical Center, 
Bethesda Naval Hospital. Ed. 2. Cloth. Pp. 
657, with illustrations. Price $11.00. W. B. 
Saunders Company, West Washington Square, 
Philadelphia 5, 1959. 


THE PHARMACOLOGY AND CLINICAL 
USE OF DIURETICS. By Carroll A. Handley, 
Ph.D., Professor of nee Baylor Uni- 
versity College of Medici , Texas; 
and John H. Moyer, M.D., Podisiner of In- 
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ternal Medicine, The Hahnemann Medical Col- 
lege and Hospital of Philadelphia, Philadelphia, 
Pennsylvania. Cloth. Pp. 194, with illustrations. 
Price $6.00. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1959. 


PRESCHOOL VISION. Tests, Diagnosis, 
Guidance. By R. J. Apell and R. W. Lowry, 
Jr. Cloth. Pp. 189, with illustrations. Price 
$7.50. The American Optometric Association, 
4030 Chouteau Avenue, St. Louis 10, 1959. 


MEDICAL MANAGEMENT OF THE MEN- 
OPAUSE. By Minnie B. Goldberg, M.D., As- 


sociate Clinical Prof of Medicine, Uni- 
versity of California School of Medicine; 
 & it in Medici and Endocrinology, 


Mount Zion Hospital; Attendant Staff Physi- 
cian in Endocrinology, Children’s Hospital, 
San Francisco, California. Cloth. Pp. 98, with 
illustrations. Price $4.50. Grune & Stratton, 
381 Fourth Avenue, New York 16, 1959. 


THE LAW OF MEDICAL PRACTICE, By 
Burke Shartel, Professor of Law, University 
of Michigan; and Marcus L. Plant, Professor 
of Law, University of Michigan. Cloth. Pp, 
445. Price $12.50. Charles C. Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1959. 


PEDIATRIC PATHOLOGY. By Daniel 
Stowens, M.D., Pathologist, Children’s Hospi- 
tal Society of Los Angeles; Associate Profes- 
sor of Pathology, University of Southern Cali- 
fornia; Diplomate, American Boards of Pedi- 
atrics and Pathology; Formerly, Registrar, 
American Registry of Pediatric Pathology, 
Armed Forces Institute of Pathology, Wash- 
ington 25, D.C. Cloth. Pp. 676, with illus- 
trations. Price $20.00. The Williams & Wil- 
kins Company, Mount Royal and Guilford 
Avenues, Baltimore 2, 1959. 


CLINICAL DISORDERS OF HYDRATION 
AND ACID-BASE EQUILIBRIUM. By Louis 
G. Welt, M.D., Professor of Medicine, Depart- 
ment of Medicine, University of North Caro- 
lina. Ed. 2. Cloth. Pp. 336, with illustra- 
tions. Price $7.00. Little, Brown and Com- 
pany, 34 Beacon Street, Boston 6, 1959, 


CLINICAL PROSTHETICS FOR PHYSI- 
CIANS AND THERAPISTS. A Handbook of 
Clinical Practices Related to Artificial Limbs. 
By Miles H. Anderson, Ed.D., Director, Pros- 
thetics Education Project, School of Medicine, 
University of California, Los Angeles; Charles 
O. Bechtol, M.D., Professor of Surgery (Or- 
thopedics), Department of Surgery, School of 
Medicine, University of California, Los An- 
geles; and Raymond E. Sollars, Associate Di- 
rector, Prosthetics Education Project, School 
of Medicine, University of California, Los 
Angeles. Cloth. Pp. 393, with illustrations. 
Price $10.50. Charles C. Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1959. 


ESSENTIAL PRINCIPLES OF PATH- 
OLOGY. By John W. Landells, M.A., M.B., 
M.R.C.P., F.Z.S., Reader in Pathology in the 
University of London. Cloth. Pp. 278, with 
illustrations. Price $5.00. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 
5, 1959. 


CUTANEOUS MANIFESTATIONS OF THE 
MALIGNANT LYMPHOMAS. By Samuel M. 
Bluefarb, B.S., M.D., F.A.C.P., Associate Pro- 
fessor of Dermatology, Northwestern Univer- 
sity Medical School; Attending Dermatologist 
and Chairman, Department of Dermatology, 
Cook County Hospital; Attending Dermatolo- 
gist, Veterans Administration Research Hospi- 
tal; Senior Attending Staff, Chicago Wesley 
Memorial Hospital, Chicago, Illinois. Cloth. 
Pp. 534, with illustrations. Price $15.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1959. 


RELAXATION AND EXERCISES FOR 
NATURAL CHILDBIRTH. By Helen Heard- 
man, Diploma, Bedford Physical Training 
College; Chartered Physiotherapist (Teachers’ 
Certificate). Ed. 2. Paper. Pp. 31, with il- 
lustrations. Price $.75. E. & S. Livingston, 
Edinburgh, 1959. The Williams and Wilkins 
Company, exclusive U.S. distributors, Mount 
Royal and Guilford Avenues, Baltimore 2. 


BIOCHEMISTRY OF BLOOD IN HEALTH 
AND DISEASE. I. Newton Kugelmass, M.D., 
Ph.D., Sc.D., Consultant to the Departments 
of Health of Hospitals, New York City; Con- 
sultant Pediatrician to the Heckscher Institute 
for Child Health, New York City; Manhattan 
General Hospital, New York City; Northwoods 
Sanatorium, Saranac, N.Y.; Monmouth Me- 
morial Hospital, Long Branch; Muhlenberg 
Hospital, Plainfield; Lynn Memorial Hospital, 
Sussex, N. J.; Formerly, Exchange Scholar in 
Physical Chemistry from Johns Hopkins Uni- 
versity; Instructor in Chemistry, Columbia Uni- 
versity; Professor of Chemistry, Howard Col- 
lege; Pediatric Research Associate, Yale Uni- 
versity Medical School; Director of Pediatric 


NOW... 


a more effective uricosuric agent 
for chronic gout and gouty arthritis 


“...more potent mg. per mg. than any other oral preparation.”! 


The minimum effective dose of FLEX1N zoxazolamine is substantially lower than that 
of any other uricosuric drug.!.2 This greater potency on smaller dosage provides 
unmatched clinical advantages in the management of the gouty patient: 


* increases urinary urate excretion four-to eightfold 
e markedly reduces serum uric acid : 

¢ lessens frequency and severity of acute attacks 

- facilitates resorption of existing tophi...prevents formation of new tophi 
* minimizes side effects...maintains effectiveness indefinitely 


» helps return patients to normal activities 


Supplied: FLEx1N® Tablets, 250 mg., scored, yellow, bottles of 50. 


Recommended Dosage: 125 mg. of FLEx1N® zoxazolamine, three or four times a day with food or 
after meals. 

Should concomitant analgesia be desired, TYLEN OL® acetaminophen will not counteract the uricosuric 
effect of zoxazolamine. 

(1) Talbot, J. H.: Arth. & Rheumat. 2:182 (April) 1959. (2) Burns, J. J.; Yi, T. F.; Berger, L., and Gutman, A. B.: 
Am. J. Med. 25:401 (Sept.) 1958. 

*U.S. Patent Pending 


McNEIL LABORATORIES, INC - PHILADELPHIA 32, PA. McNEIL 
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Hesearch Fifth Avenue Hospital; Director, 
Hecksher Institute for Child Health, New 
York City. Cloth. Pp. 543, with illustrations. 
Price $15.75. Charles C. Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1959. . 


SYNOPSIS OF GYNECOLOGY. By Robert 
James Crossen, M.D., Associate Professor of 
Clinical Gynecology and Obstetrics, Washing- 
ton University School of Medicine, St. Louis, 
Mo.; formerly Associate Gynecologist and Ob- 
stetrician to Barnes Hospital and St. Louis 
Maternity Hospital and Gynecologist to St. 
Luke’s Hospital, St. Louis, Mo.; Founding 
Fellow of the American College of Obstetri- 
cians and Gynecologists; Fellow of the Ameri- 
can College of Obstetricians and Gynecologists; 
Fellow of the American College of Surgeons 
and the Central Association of Obstetricians 
and Gynecologists; Member of the American 
Radium Society and the American Society 
for the Study of Sterility; Daniel Winston 
Beacham M.D., Assistant Professor of Clinical 
Obstetrics and Gynecology, Tulane University 
School of Medicine, New Orleans, La.; Senior 
Visiting Surgeon, Charity Hospital of Louisiana 
at New Orleans; Obstetrician and Gynecolo- 
gist, Southern Baptist Hospital and Hotel 
Dieu Hospital, New Orleans, La.; Fellow of 
the American College of Obstetricians and 
Gynecologists and American College of Sur- 
geons; Member of the Central Association of 
Obstetricians and Gynecologists; and Wood- 
ard Davis Beacham, M.D., Professor of Clin- 
ical Obstetrics and Gynecology, Tulane Uni- 
versity School of Medicine, New Orleans, La., 
Senior Visiting Surgeon, Charity Hospital of 
Louisiana at New Orleans; Obstetrician and 
Gynecologist, Southern Baptist Hospital and 
Hotel Dieu Hospital, New Orleans, La.; First 
President of the American College of Obste- 
tricians and Gynecologists; Fellow of the 
American Gynecological Society, the Ameri- 
can College of Surgeons, and the American 


Association of Obstetricians and Gynecolo- 
gists; Member of the Central Association of 
Obstetricians and Gynecologists. Ed. 5. Cloth. 
Pp. 340, with illustrations. Price $6.50. The 
C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1959. 


DELINQUENT BEHAVIOR. Principles and 
Practices. By William C. Kvaraceus and 
William E. Ulrich. Paper. Pp. 350. Price 
$2.00. National Education Association of the 
United States, 1201 Sixteenth Street, N.W., 
Washington 6, 1959. 


ATLAS AND MANUAL OF DERMATOL- 
OGY AND VENEREOLOGY. By Professor 
Dr. W. Burckhardt, Director of the Munici- 
pal Policlinic for Skin and Venereal Diseases, 
Zurich, Switzerland. Cloth. Pp. 276, with 
illustrations. Price $14.00. The Williams & 
Wilkins Company, Mount Royal and Guilford 
Avenues, Baltimore 2, 1959. 


DIAGNOSIS AND TREATMENT OF MEN- 
STRUAL DISORDERS AND STERILITY. By 
S. Leon Israel, M.D., Professor of Gynecology 
and Obstetrics, Graduate School of Medicine, 
University of Pennsylvania; Chief Gynecolo- 
gist, Graduate Hospital; Gynecologist and Ob- 
stetrician, Pennsylvania Hospital, Philadelphia. 
Ed. 4. Cloth. Pp. 666, with illustrations. 
Price $15.00. Paul B. Hoeber, Medical Book 
Department of Harper & Brothers, 49 East 
33rd Street, New York 16, 1959. 


PSYCHOANALYSIS OF TODAY. 
Nacht. American Adaptation prepared by 
Ruth Emma Roman. Cloth. Pp. 236. Price 
$5.75. Grune & Stratton, 381 Fourth Avenue, 
New York 16, 1959. 


FIT FOR COLLEGE. Report of the College 
Physical Education Association. Paper. Pp. 24. 
Price $.50. American Association for Health, 
Physical Education and Recreation, 1201 Six- 
teenth Street, N.W., Washington 6, 1959. 


By S. 


WINTER SPORTS AND OUTING ACTIVr1- 


TIES GUIDE. (July 1959-July 1961). Edited 
by Mary Pieroth. Paper. Pp. 128, with illus- 
trations. Price $%.75. The Division for Girls 
and Women’s Sports, American Association 
for Health, Physical Education, and Recrea- 
tion, 1201 Sixteenth Street, N.W., Washing- 
ton 6, 1959. 


AQUATICS GUIDE WITH OFFICIAL 
RULES AND SWIMMING AND DIVING 
STANDARDS. (July 1959-July 1961). Edited 
by Iris E. Andrews. Paper. Pp. 144, with 
illustrations. Price $.75. The Division for 
Girls and Women’s Sports, American Associa- 
tion for Health, Physical Education, and Rec- 
reation, 1201 Sixteenth Street, N.W., Wash- 
ington 6, 1959. 


REPRINTS OF OFFICIAL BASKETBALL 
RULES FOR GIRLS AND WOMEN. (Septem- 
ber 1959-September 1960). Edited by Irma 
Schalk. Paper. Pp. 166, with illustrations. 
Price $.25. The Division for Girls and Wom- 
en’s Sports, American Association for Health, 
Physical Education, and Recreation, 1201 Six- 
teenth Street, N.W., Washington 6, 1959. 


BASKETBALL GUIDE FOR GIRLS AND 
WOMEN WITH OFFICIAL RULES AND 
STANDARDS. (September 1959-September 
1960). Edited by Irma Schalk. Paper. Pp. 
160, with illustrations. Price $.75. The Divi- 
sion for Girls and Women’s Sports, American 
Association for Health, Physical Education, 
and Recreation, 1201 Sixteenth Street, N.W., 
Washington 6, 1959. 


VOLLEYBALL GUIDE WITH OFFICIAL 
RULES AND STANDARDS. (July 1959-July 
1961). Edited by Martha Verda. Paper. Pp. 
128, with illustrations. Price $.75. The Divi- 
sion for Girls and Women’s Sports, American 
Association for Health, Physical Education, 
and Recreation, 1201 Sixteenth Street, N.W., 
Washington 6, 1959. 


JUST READY! 


AND ANKLE 


NEW 4th EDITION! 


LEWIN—THE FOOT 


By PHILIP LEWIN, M.D., F.A.CS., F.L.C.S. 


Professor Emeritus of Bone and Joint Surgery and Formerly Head of Department, Northwestern University 
Medical School; Professor of Orthopedic Surgery, Postgraduate Medical School, Cook County Hospital 


Injuries, Diseases, Deformities, Disabilities. 
Lewin’s recognized ability to meet and solve every 
type of foot and ankle disorder is projected clearly 
into each page of this remarkable book. Present- 
day concepts of etiology, diagnosis and treatment 
are essential parts of every discussion. For the new 
4th edition the text has been revised throughout. 


New 4th Edition. 612 Pages. 


LEA & FEBIGER 


Washington Square 
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Dr. 


Recent advances in orthopedic surgery have resulted 
in a clearer concept of etiology, pathology, mechan- 
ics and metabolism; in stabilization of the problems, 
and in standardization of procedures. These new 
concepts are reflected throughout. Almost encyclo- 
pedic in scope, this book is an excellent guide for 
general physicians and surgeons. 


339 Illustrations. $14.00 


Philadelphia 6, Pa. 


Changes of address and 
new locations 


Accardo, Phillip L., KC ’59; Osteopathic Hospital of Kansas 
City, 926 E. 11th St., Kansas City 6, Mo. 

Acosta, Agustin, from Dallas, Texas, to Art Centre Hospital, 
5435 Woodward Ave., Detroit 2, Mich. 

Aizic, Morton, KC ’59; Saginaw Osteopathic Hospital, 515 
N. Michigan Ave., Saginaw, Mich. 

Alalouf, Mare, KC ’59; Stevens Park Osteopathic Hospital, 
1141 N. Hampton Road, Dallas 8, Texas 

Altenes, James J., KC ’59; 16934 Eastwood Ave., Torrance, 

Calif. 


Amalfitano, Albert R., from Easton, Pa., to 112% Center St., 
Bangor, Maine 

Amico, Joseph R., KC ’59; Doctors Hospital, 1087 Dennison 
Ave., Columbus 1, Ohio 

Anderson, Duane D., COPS 58; Box 307, Exeter, Calif. 

Anderson, Melvin J., Jr., from 7223 Jeffery Ave., to Chicago 
Osteopathic Hospital, 5250 S. Ellis Ave., Chicago 15, Il. 

Antonuccio, Joseph F., KCOS “59; Tucson General Hospital, 
3838 N. Campbell Ave., Tucson, Ariz. 

Appleton, Michael Charles, COPS 58; 3790 Griffith View 
Drive, Los Angeles 39, Calif. 

Arvanetes, Evangelo, PCO ’58; 4100 N. W. 167th St., Miami, 
67, Fla 


Aton, Jack ~ COPS ’58; 11815 Bluecrest Lane, Whittier, 
Calif. 


Barbour, Gene P., KCOS ’59; Normandy Osteopathic Hospi- 
tal, 7840 Natural Bridge Road, St. Louis 21, Mo. 

Baron, Stuart, KC ’59; Lancaster Osteopathic Hospital, Lan- 
caster, Pa. 

Barr, Perry I., from Detroit, Mich., to 5422 Montgomery 
Ave., Philadelphia 31, Pa. 

Bates, Darrell C., KCOS °59; Grand Rapids Osteopathic 
Hospital, 1919 Boston St.,'S. E., Grand Rapids 6, Mich. 

Bauers, John, from Portland, Ore., to 2210 S.E. Oak Grove 
Blvd., Oak Grove, Ore. 

Bear, Robert Souders, from Lemoyne, Pa., to 4521 Spruce 
St., Philadelphia 39, Pa. 

Benaderet, Gerald L., CCO 59; Zieger Osteopathic Hospital, 
4244 Livernois Ave., Detroit 10, Mich. 

Benton, Charles A., KCOS 59; Oklahoma Osteopathic Hos- 
pital, Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Bergen, William F., KCOS 59; 716 E. Scott St., Kirksville, 
Mo. 

Berger, Robert, from Detroit, Mich., to 1434 McKinley St., 
Philadelphia 49, Pa. 

Bergmann, Donald C., from 215 W. Pierce St., to 1703 E. 
McPherson St., Kirksville, Mo. 

Bernhang, Stanley S., COMS ’59; Saginaw Osteopathic Hos- 
pital, 515 N. Michigan Ave., Saginaw, Mich. 

Bichon, Robert M., KCOS ’59; Mineral Area Osteopathic 
Hospital, Route 1, Farmington, Mo. 

Bilbow, William Dalton, PCO ’58; 1128 Keystone Road, 
Chester, Pa. 

Bilyeu, William A., Jr., KCOS ’59; Clare General Hospital, 
Clare, Mich. 

Blaha, Robert J., from Cleveland, Ohio, to 1961 Twilight 
Hills Court, Walled Lake, Mich. 

Blem, James F., COMS ’59; 10000 Geddes Road, Ypsilanti, 
Mich. 

Bobbitt, Roy L., KC ’59; Community Hospital, Inc., 1405 
Holland Ave., Houston 29, Texas 

Bogdan, Andrew, KC ’59; Houston Osteopathic Hospital, 
5115 Montrose Blvd., Houston 6, Texas 

Boone, William R., KC ’59; Oklahoma Osteopathic Hospital, 
Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Boots, Chester O., KC 759; Flint General Hospital, 765 E 
Hamilton Ave., Flint 5, Mich. 

Bour, James M., CCO ’59; Lansing General Hospital, 2800 
Devonshire Ave., Lansing 10, Mich. 
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Chung-li Chu’an 


This powerful magician revived the souls of the 
dead with a wave of his fan and gained a lasting 
place in Taoist legend 


..this pioneer corticosteroid has proved invaluable 
in treating millions of living patients 


METICORTEN 


METICORTEN,® brand of prednisone, 5 mg. tablets. 
SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 


You will soon receive in your mail a full-color, handmade, 
three-dimensional figure of this Chinese Immortal, mounted 
and suitable for framing. 
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immortals of chinese mythology: 


Chang Kuo-lao 


This itinerant sage impressed the court of the 
Emperor by growing a new set of teeth 


...this potent corticosteroid has impressed the med- 
ical profession with its repeated success in countless 
steroid-responsive indications 


METICORTEN 


METICORTEN,® brand of prednisone, 5 mg. tablets. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
You will soon receive in your mail a full-color, handmade, 


three-dimensional figure of this Chinese Immortal, mounted 
and suitable for framing. 
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Bradley, Walter K., from Pontiac, Mich., to 614 N. Main 
St., Milford, Mich. 

Briner, Donald H., from 521 Grand Ave., to 389 Shaw Ave., 
Dayton 5, Ohio 

Brodie, Gerald S., from Oakland, Calif., to 765 N. Tustin 
St., Orange, Calif. 

Brown, Robert R., COPS ’58; 1313 E. California St., Glen- 
dale 6, Calif. 

Bruno, Franco P., COPS ’58; 910 N. Glendale Ave., Glen- 
dale 6, Calif. 

Bucci, Raymond J., KC ’59; Osteopathic Hospital of Kansas 
City, 926 E. 11th St., Kansas City 6, Mo. 

Buck, Francis S., from Los Angeles, Calif., to 240 Cherry 
Drive, Pasadena, Calif. 

Buechel, John C., Jr., KCOS 59; Brentwood Hospital, 4110 
Warrensville Center Road, Warrensville Heights, Ohio 

Burman, Richard J., from 1500 Center Ave., to Bay Osteo- 
pathic Hospital, 300 Mulholland St., Bay City, Mich. 

Burnett, Joseph R., from 507 Bonnie, to Valley Road, Potosi, 
Mo. 

Burnstein, Walter, KCOS ’59; Flint Osteopathic Hospital, 
416 W. Fourth Ave., Flint 3, Mich. 

Campbell, Deweese Y., from Dayton, Ohio, to 414 Main St., 
Wellsville, Ohio 

Canaday, J. H., from Bay Village, Ohio, to 111 Courtland 
St., Wellington, Ohio 

Caplitz, Israel W., from Flint, Mich., to Muskegon Osteo- 
pathic Hospital, Third & Webster Sts., Muskegon, Mich. 

Carlsen, Richard A., from Clare, Mich., to Glendale, Ore. 

Carrell, Kenneth R., KCOS ’59; Davenport Osteopathic Hos- 
pital, 326 E. 29th St., Davenport, Iowa 

Carroll, Edmund T., from Harrisburg, Pa., to Delaware Val- 
ley Hospital, Wilson Ave. & Pond St., Bristol, Pa. 

Cerra, Francis A., from North Wales, Pa., to 1557 Thayer 
Drive, Center Square Green, Norristown, Pa. 

Chambers, Herbert Lowe, COMS ’59; Mahoning Valley 
Green Cross Hospital, Warren, Ohio 

Chapman, John E., from Lapeer, Mich., to 18920 Kappa 
Drive, Mount Clemens, Mich. 

Chirillo, Joseph S., COMS ’59; 2132 Elbridge, Wayne, Mich. 

Choquette, A. A., from 50 N. Perry St., to 712 Pontiac State 
Bank Bldg., Pontiac, Mich. : 

Christensen, Warren T., COMS ’59; Grandview Hospital, 405 
Grand Ave., Dayton 5, Ohio 

Cimber, Robert L., KC ’59; Phoenix General Hospital, 1950 
W. Indian School Road, Phoenix 42, Ariz. 

Citta, Richard J., from Dayton, Ohio, to Delaware Valley 
Hospital, Wilson Ave. & Pond St., Bristol, Pa. 

Clark, Paul G., from Florissant, Mo., to Silex, Mo. 

Clark, William H., Jr., from Fort Worth, Texas, to Box 97, 
Whitehouse, Texas 

Cleff, Raymond B., from Detroit, Mich., to 6155A N. 11th 
St., Philadelphia 41, Pa. 

Cohen, Donald M., COMS ’59; Metropolitan Hospital, 300 
Spruce St., Philadelphia 6, Pa. 

Cornwell, Robert R., from Wayne, Mich., to 4006 Fort St., 
Lincoln Park 25, Mich. 

Corona, Anthony G., KC 59; Pontiac Osteopathic Hospital, 
50 N. Perry St., Pontiac, Mich. 

Costello, James J., from Troy, Pa., to 60 Everdell Ave., 
Hillsdale, N. J. 

Cotton, Edmund W., from 125 W. Main St., to 200 E. 
Franklin, Weatherford, Okla. 

Culver, Robert E., CCO ’59; Sandusky Memorial Hospital, 
2020 Hayes, Sandusky, Ohio 

Cyman, Robert C., from Detroit, Mich., to 2940 Caniff Ave., 
Hamtramck 12, Mich. 

Dalby, George N., from Mecosta, Mich., to Evart, Mich. 

Dale, Thomas R., COPS 58; 2043 W. 182nd St., Torrance, 
Calif. 

Davis, Francis E., PCO ’58; 4100 N. W. 167th St., Miami 
69, Fla. 

Davis, Peter S., COPS ’58; 2800 Pacific Ave., Long Beach 
6, Calif. 

Davis, R. S., from Miami, Fla., to Chaffee Clinic Bldg., 
Chaffee, Mo. 

Derbabian, O. John, CCO ’58; 28755 Dequindre, Madison 
Heights, Mich. 
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DeVore, Harry J., KCOS ’59; Carson City Hospital, Carson 
City, Mich. 

DiDonato, Lawrence, COMS ’59; Garden City-Ridgewood 
Hospitals, 30548 Ford Road, Garden City, Mich. 

DiMarcangelo, Michael C., from Pennsauken, N. J., to 114 
Ridge Road, Erlton, N. J. 
DiSanto, Charles J., PCO ’58; 19 W. Main St., Marlton, N. J. 
Donalson, Brinton C., Jr., CCO ’58; Garden City-Ridgewood 
Hospitals, 30548 Ford Road, Garden City, Mich. 
Donofrio, David J., from 6432 Pollard St., to 1325 N. Ave- 
nue 45, Los Angeles 41, Calif. 

Donoghue, Charles K., COPS ’58; 6019 Atlantic Ave., Long 
Beach 5, Calif. 

Draper, George W., Jr., from Dover, N. H., to 4 Sundor 
Circle, Broomall, Pa. 

Dubinett, Sheldon, PCO 59; Osteopathic Hospital of Maine, 
335 Brighton Ave., Portland, Maine 

Dugas, Jean E., from Lamont, Calif., to Box 275, Elk Grove, 
Calif. 

Duncombe, Ruth C., from Lansing, Mich., to Doctors Hospi- 

tal, 1087 Dennison Ave., Columbus 1, Ohio 

Edwards, Rudolph H., KC ’59; Oklahoma Osteopathic Hos- 
pital, Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Eisenman, Jack Isaac, from 1207 Horn Ave., to 1200 N. State 
St., Los Angeles 33, Calif. 

Ellick, Bertram Jay, from Detroit, Mich., to 4800 Pine St., 
Philadelphia, 43, Pa. 

English, Wayne R., Jr., from Boston, Mass., to 30 Bersani 
Circle, North Quincy, Mass. 

Fast, Naomi M., KC ’59; 3259 Warwick Blvd., Kansas City, 
Mo. 

Fedele, Stephen, KCOS ’59; Lakeview General Hospital, 80 
N. 20th St., Battle Creek, Mich. 

Feldstein, Herbert S., CCO 59; 17511 Stoepel Ave., Detroit 
21, Mich. 

Fennessy, William Joseph, COPS, 58; 625 Barry Place, Alta- 
dena, Calif. 


Finnell, Charles F., from Seattle, Wash., to Prudenville, 
Mich. 

Flowers, Max Jr., from Fort Worth, Texas, to Box 515, Cen- 
tral Point, Ore. 

Fogel, Robert M., PCO ’58; Mannford Medical Center, 
Mannford, Okla. 

Fox, James Melville, III, COMS ’59; Osteopathic Hospital 
of Maine, 335 Brighton Ave., Portland, Maine 

Fox, Morton, KC ’59; Burbank Hospital, 466 E. Olive Ave., 
Burbank, Calif. 

Francis, Francis X., Jr., KCOS °59; Doctors Osteopathic 
Hospital, 239 W. Tenth. St., Erie, Pa. 

French, Lillian J., from New Brunswick, N. J., to 405 S. 
Fifth Ave., Highland Park, N. J. 

Fuller, George A., III, KC ’59; Oklahoma Osteopathic Hos- 
pital, Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Fulton, Max H., from 6502 Garden Grove Blvd., to 6312 
Garden Grove Blvd., Westminster, Calif. 

Gatrell, Harley C., from 12845 12th Ave., S. W., to 870 
S. W. 136th St., Seattle 66, Wash. 

Giddens, Shula Flick, KCOS ’59; Bay Osteopathic Hospital, 
300 Mulholland St., Bay City, Mich. 

Gilday, Robert F. X., KC °59; Bay View Hospital, 23200 
Lake Road, Bay Village, Ohio 

Goblirsch, Dean E., KCOS ’59; Carson City Hospital, Car- 
son City, Mich. 

Godshell, Carl G., from Columbus, Ohio, to 27 N. Vernon 
St., Sunbury, "Ohio 

Goff, William H. KCOS ’59; Lakeview General Hospital, 
80 N. 20th St., Battle Creek, Mich. 

Goodman, Donald A., from 107 S. 58th St., to 5935 Upland 
Way, Philadelphia 31, Pa. 

Goodman, Walter N., from Detroit, Mich., to Los Angeles 
County Osteopathic Hospital, 1100 N. Mission Road, 
Los Angeles 33, Calif. 

Gordon, Marvin T., from Globe, Ariz., to Box 277, Clear- 
field, Iowa 
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i Patients with angina pectoris need BOTH types of pro- 
4 tection afforded by Pentoxylon...prolonged coronary 
vasodilatation AND relief from anxiety. Fear of the next 
attack is replaced by pulse-slowing, calming action. 


Dosage: 1 to 2 tablets q.i.d. before meals and on retiring. 


Tetranitrate (PETN) 
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Gray, Richard George, COPS °58; 1713 W. Katella Ave., 
Anaheim, Calif. 

Greenfield, Arthur A., KCOS ’59; Forest Hill Hospital, 924 
E. 152nd St., Cleveland 10, Ohio 

Greif, Mildred C., PCO ’58; 319 Wayne Ave., Lansdowne, 
Pa. 

Groom, Mary Joy, KC ’59; Lakeside Hospital, 2801 Flora 
Ave., Kansas City 9, Mo. 

Grubin, Martin J.. COMS ’59; Doctors Hospital, Inc., 325 
W. Jefferson Blvd., Los Angeles 7, Calif. 

Guenther, Robert E., KCOS ’59; Monte Sano Hospital, 2834 
Glendale Blvd., Los Angeles 39, Calif. 

Gutowski, Watson, from Norristown, Pa., to 204 Cambridge 
Road, King of Prussia, Pa. ‘ 

Guzik, Joseph S., KCOS ’59; 214 S. Center St., Grove City, 
Pa. 

Hager, Georgia B., from Los Angeles, Calif., to 2060 New- 
port Blvd., Sp. 21, Costa Mesa, Calif. 

Ham-Ying, J. Russel, KCOS ’59; South Bend Osteopathic 
Hospital, 2515 E. Jefferson Blvd., South Bend 15, Ind. 

Hardin, Thomas F., Jr., from Dayton, Ohio, to 124 E. Ash- 
ley St., Jacksonville 2, Fla. 

Harper, Ray H., KC ’59; Houston Osteopathic Hospital, 
5115 Montrose Blvd., Houston 6, Texas 

Harris, Elliot A., from Los Angeles, Calif., to 827 Los An- 
geles Ave., Simi, Calif. 

Helak, Henry J., KCOS ’59; Laughlin Hospital and Clinic, 
711-15 W. Jefferson St., Kirksville, Mo. 

Helsley, George R., Jr., KC ’59; 3450 Tutwiler Ave., Mem- 
phis 12, Tenn. 

Hiscock, Robert Allen, KCOS ’59; 32 Grim Drive, Kirks- 
ville, Mo. 

Hite, Robert T., KCOS ’59; Northwest Hospital, 1060 N. W. 
79th St., Miami 50, Fla. 

Hock, Leonard R., KC ’59; Oklahoma Osteopathic Hospi- 
tal, Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Hollar, Frank H., KCOS ’59; Saginaw Osteopathic Hospital, 
515 N. Michigan Ave., Saginaw, Mich. 
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Holmes, Richard John, COPS ’58; 428 E. Olive Ave., Bur- 

bank, Calif. 

Holtzman, Gertrude C., from Detroit, Mich., to 3871 W. 
34th St., Cleveland 9, Ohio 

Howard, Paul, KCOS ’59; 406 E. Green St., Clinton, Mo. 

Hubbard, Ralph W., Jr., KC ’59; Box 336, Edmond, Okla. 

Huebler, Lynn A., KC 59; 946 S. John Hix Road, Wayne, 
Mich. 

Huff, Joseph H., from 614 Fountain Place, to 330 W. Front 
St., Box 1177, Burlington, N. C. 
Hughes, Raymond, KC 59; Fort Worth Osteopathic Hospi- 
tal, Inc., 1000 Montgomery St., Fort Worth, Texas 
Isaak, Harvard E., KCOS ’59; Normandy Osteopathic Hospi- 
tal, 7840 Natural Bridge Road, St. Louis 21, Mo. 
Jenco, Vincent L., from Erie, Pa., to Lakeside Hospital, 2801 
Flora Ave., Kansas City 9, Mo. 

Jenkins, Robert F., from Las Cruces, N. Mex., to Route 1, 
Box 110, La Mesa, N. Mex. 

Johnstone, James N., KCOS ’59; Biscayne Osteopathic Hos- 
pital, 6339 Biscayne Blvd., Miami 38, Fla. 

Jones, H. E., from Birmingham, Mich., to 24350 W. Ten 
Mile Road, Southfield, Mich. 

Judd, Arza Dee, from 33 Miller St., Route 4, to 61 Wood- 
ham St., Fort Walton Beach, Fla. 

Jung, Ralph C., COPS ’58; Los Angeles County Osteopathic 
Hospital, 1100 N. Mission Road, Los Angeles 33, Calif. 

Kahm, Edward L., from Seattle, Wash., to 7603 196th St., 
S. W., Edmonds, Wash. 

Kalata John C. Jr., KC ’59; Doctors Osteopathic Hospital, 
239 W. Tenth St., Erie, Pa. 

Kaplan, Marvin A., from Downey, Calif., to 528 Edson Ave., 
Lombard, Il. 

Kappler, Robert E., CCO ’58; Chicago Osteopathic Hospi- 
tal, 5250 S. Ellis Ave. Chicago 15, Il. 

Katz, Leonard S., KC 59; Delaware Valley Hospital, Wilson 
Ave. & Pond St., Bristol, Pa. 

Kaufman, Amold M., KC ’59; Osteopathic Hospital of Kan- 
sas City, 926 E. 11th St., Kansas City 6, Mo. 


@ Enlargement reduced ....... ........ 92% 
Nocturia relieved ......... ....... .. 95% 
© Urgent urination relieved......... 81% 
®@ Frequency urination reduced.. 73% 
® Discomfort relieved .............. .. 71% 


®@ Delayed micturition relieved... . 70% 


Prostall capsules contain 6 gr of a mixture of aminoacetic acid ( glycine), 


glutamic acid and alanine. 


for marked improvement. Some cases need 
continuous therapy, while others require it 
periodically. 

Prostall capsules are ethically promoted. Sup- 
plied in bottles of 100 and 250 capsules. 


Write for professional literature 


METABOLIC PRODUCTS CORP. 


The recommended dosage is 2 Prostall capsules 
three times a day for two weeks, thereafter, | 
capsule three times daily. Since nutritional 
factors require time, the regimen should be 
continued for a minimum of three months, 
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Symptomatic 
Benign Prostatic Hypertrophy 


Kaufman, Robert Lee, from Altoona, Pa., to 23 N. Main St., 
Lewistown, Pa. 

Kavanaugh, Frederick L., from Cor. Pine & Center Sts. to 
205 N. Broad St., Grove City, Pa. 

Kay, Donald L., COMS ’59;°18121 San Juan Drive, Detroit 
21, Mich. 

Kent, Harold W., KCOS 59; Waterville Osteopathic Hos- 
pital, 85 Western Ave., Waterville, Maine 

Kessler, Berton J., from Cranston, R. L., to 139 Byfield St., 
Providence 5, R. I. 

Kiester, Winfield Scott, from Columbus, Ohio, to Normandy 
Osteopathic Hospital, 7840 Natural Bridge Road, St. 
Louis 21, Mo. 

King, Donald C., from Columbus, Ohio, to Milan Avenue 
Medical Center, Norwalk, Ohio 

Kip, W. Stanton, 2nd, PCO °57; Sycamore Farm, Audubon, 
Pa. 

Knopper, Morton P., COMS ’59; 14030 Prairie, Detroit 38. 

Koch, David A., KCOS 59; 10000 Geddes Road, Ypsilanti, 
Mich. 

Kodama, Richard Y., from 3526 Akaka Place, to 826 Keeau- 
moku St., Honolulu 14, Hawaii 

Kovacs, Louis A., KC ’59; Grandview Hospital, 405 Grand 
Ave., Dayton, Ohio 

Krachman, Nathan, KC 759; Allentown Osteopathic Hospi- 
tal, 1736 Hamilton St., Allentown, Pa. 

Kratz, Arthur W., from 4006 Urban Ave., to 7525A Mili- 
tary Parkway, Dallas 27, Texas 

Krauss, William Robert, KCOS 59; Normandy Osteopathic 
Hospital, 7840 Natural Bridge Road, St. Louis 21, Mo. 

Kraut, Ben, from 2813 N. W. 16th St., to 4200 N. Reeder, 
Oklahoma City 12, Okla. 

Kuehlhorn, Robert, from Wauwatosa, Wis., to 1615 E. Royall 
Place, Milwaukee 2, Wis. 

Laird, John S., from Carson City, Mich., to 29 N. Bridge 
St., Saranac, Mich. 

Landsberg, Ralph, KCOS °59; Corpus Christi Osteopathic 
Hospital, 1202 Third St., Corpus Christi, Texas 


Lee, Robert N., COPS ’58; 4341 Alabama St., San Diego 4, 
Calif. 

Lee, William, from 555 N. Campus Ave., to 606 E. “G” 
St., Ontario, Calif. 

Lesonsky, Seymour, from 2119 Alden Ave., to 111 N. Pla- 
centia Ave. Anaheim, Calif. 

Levitt, Robert B., from Los Angeles, Calif., to Des Moines 
General Hospital, 603 E. 12th St., Des Moines 16, 
Iowa 

Liebeknecht, Charles L., PCO ’58; Bashline Osteopathic 
Hospital & Clinic, Cor. Pine & Center Sts., Grove City, 
Pa. 

Lieberman, Leonard, from Manhattan Beach, Calif., to 1339 
N. Hobart Blvd., Los Angeles 27, Calif. 

Linden, Melvin D., COMS ’59; Zieger Osteopathic Hospital, 
4244 Livernois Ave., Detroit 10, Mich. 

Liner, James A., from 3317 S. Peoria Ave., to 1341 E. 35th 
St., Tulsa 5, Okla. 

Lottman, Marvin H., from Los Angeles, Calif., to Arbeit- 
sonfal Kranken Haus, Linz, Blumaverplatz 1, Austria 

Lupo, Armand Joseph, KC 59; Riverside Hospital, Clifton 
Park Manor, Wilmington 2, Del. 

Lyster, Sturgis C., from Bangor, Maine, to Bayview Hospital 
& Clinic, Rockport, Texas 

Maietta, Carmin S., KC °59; Doctors Hospital, 1087 Denni- 
son Ave., Columbus 1, Ohio 

Malvin, Philip Joseph, KC ’59; Rocky Mountain Osteopathic 
Hospital, 4701 E. Ninth Ave., Denver 20, Colo. 

Mares, Robert J., KC ’59; Bay View Hospital, 23200 Lake 
Road, Bay Village, Ohio 

Martini, Louis William, from Philadelphia, Pa., to 159 Ashby 
Road, Upper Darby, Pa. 

Mathieson, Carl O., Jr., KC ’59; Mount Clemens General 
Hospital, 1000 Harrington Blvd., Mount Clemens, Mich. 

McClellan, Eugene Karl, KC ’59; Community Medical Cen- 

~ ter, 201 Hawthorne Ave., North Sacramento 15, Calif. 

— Russell Dale, PCO ’58; 610 W. Market St., 
York, Pa. 
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GLUKOR contains 200 i.u. of HCG (human chorionic 
gonadotropin) per 1 cc. This hormone has a potent 
androgenic effect by stimulation of the leydig cells in 
the interstitial tissue of the testicles. ! 


GLUKOR is fortified for greater androgenic effect in 
cases of hypogonadal impotence by addition of two 
synergists, thiamine hydrochloride and L (+-) glutamic 
acid.?: 3 


The average dosage is 1 cc. intramuscularly twice a 
week for one month, continuing as required to main- 
tain the androgenic level. 


GLUKOR 


FORTIFIED CHORIONIC GONADOTROPIN 
REFERENCES: 
1. Drill’s Pharmacology in Medicine, 2nd ed., 1958, p. 949. 
2. Gould, W. L., impotence, M. Times 84:302, 1956. 


3. Milhoan, A. W., Heterosexual vs. homosexual hormones, Tri-State M. J. 
6:11 (Apr.) 1958. 


upplies PINE STATION, ALBANY, N. Y. 


Kindly send me professional reprints covering the use of 
Glukor for hypogonadal impot and GLUTEST for fri- 
gidity and fatigue in women. 


D.O. 


Street. 


City. Zone. State 
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McGee, Robert C., from Hillsboro, Ore., to 2628 S. E. Powell 
Blvd., Portland 1, Ore. 

McNeff, Mary Leone, from 1432 Donnelly Ave., S. W., to 
1440 Donnelly Ave., S. W., Atlanta 10, Ga. 

Mellone, George A., KC 59; 4610 E. 38th St., Kansas City 
28, Mo. 

Mendicino, A. T., Jr.. KCOS ’59; Carson City Hospital, 

Carson City, Mich. 

Merrill, C. S., from Arcadia, Calif., to 1775 Royal Oaks 
Drive, Bradbury, Calif. 

Middleton, Robert L., from Des Moines, Iowa, to 580 Lind- 
bergh Blvd., Florissant, Mo. 

Millar, Donald J., from Flint, Mich., to 502 Novi St., North- 
ville, Mich. 

Miller, Lawrence E., from 232 Pine St., to 5580 N. Hill 
Creek Drive, Philadelphia 20, Pa. 

Millman, Julian D., from Riverton, N. J., to 2001 Mount 
Vernon St., Philadelphia 30, Pa. 

Mills, G. N., from Weirton, W. Va., to 3512 Gladden Drive, 
Louisville, Ky. 

Miriani, Benedict John, KCOS ’59; Normandy Osteopathic 
Hospital, 7840 Natural Bridge Road, St. Louis 21, Mo. 

Mogerman, Donald M., KC ’59; Doctors Hospital, 1087 
Dennison Ave., Columbus 1, Ohio 

Molea, John S., COMS ’59; Doctors Hospital, 1087 Denni- 
son Ave., Columbus 1, Ohio 

Moody, Kenneth H., from Round Lake, IIl., to 289 E. Rock- 
land Road, Libertyville, Ill. 

Moon, Charles W., from 12 N. E. 12th Ave., to 1437 N. E. 
26th St., Fort Lauderdale, Fla. 

Murphy, R. W., from 802 Main St., to 311 Revilo Blvd., 
Daytona Beach, Fla. 

Murray, Robert L., COPS °58; 7413 W. Manchester Ave., 
Los Angeles 45, Calif. 

Myers, Frank W., COMS ’59; Brentwood Hospital, 4110 
Warrensville Center Road, Warrensville Heights, Ohio 

Neff, Franklin E., KC ’59; Doctors Hospital, 1087 Dennison 
Ave., Columbus 1, Ohio 

Nelson, Robert J., from 3272 West Road, to 2645 Grange 
Road, Trenton, Mich. 

Norris, Theodore, KC ’59; 2911 W. 72nd Terrace, Prairie 
Village 15, Kans. 

Northup, T. L., from Altamont Court Apartments, to 5 
Franklin Place, Morristown, N. J. 

O'Connor, John T., from 2800 Devonshire Ave., to 3069 
Hughes Road, Lansing 10, Mich. 

Olson, Jack C., COPS ’58; 765 N. Tustin St., Orange, Calif. 

Orlando, Louis, III, KC ’59; 410 S. Gladstone Blvd., Kan- 
sas City 23, Mo. 

Ozaki, Junji, COPS °58; 3420 Buckingham Road, Los An- 
geles 16, Calif. 

Page, Rhea W., from 12065 Wyoming St., to 22740 Ply- 
mouth Road, Detroit 39, Mich. : 

Pagliei, Nicholas R., KCOS ’59; Lancaster Osteopathic Hos- 
pital, Lancaster, Pa. 

Panakos, Paul William, from 2248 N. Gettysburg Ave., to 
2259 N. Gettysburg Ave., Dayton 16, Ohio 

Pardo, Angelo, from Kansas City, Mo., to 4904 Covington 
Road, Decatur, Ga. 

Parker, Earl L., Jr., KC °59; Oklahoma Osteopathic Hos- 
pital, Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Patterson, Vera L’Vonne, KC 759; Phoenix General Hospital, 
1950 W. Indian School Road, Phoenix 42, Ariz. 

Payne, Maurice W., KCOS ’59; Oklahoma Osteopathic Hos- 
pital, Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Payne, Rachel A., from Oklahoma City, Okla., to Joplin Gen- 
eral Hospital, 521 W. Fourth St., Joplin, Mo. 

Pearl, Arthur M., COPS ’58; 7762 Topanga Canyon Blvd., 
Canoga Park, Calif. 

Pearl, Jack William, from Des Moines, Iowa, to 20000 Fen- 
ton Ave., Detroit 19, Mich. 

Peraino, Vivienne P., PCO ’58, 112 Sherrin Ave., Louisville 


7, Ky. 

Pfauth, Albert L., KC ’59; 2921 Holmes St., Kansas City, 
9, Mo. 

Pierce, Albert E., from 4972 Federal Blvd., to Rocky Moun- 
tain Osteopathic Hospital 4701 E. Ninth St. Denver, 
20, Colo. 


| 


Pines, David J., KC ’59; Mount Clemens General Hospital, 
1000 Harrington Blvd., Mount Clemens, Mich. 

Podolak, Gerald, from 4244 Livernois Ave., to 9510 Robson, 
Detroit 27, Mich. 

Portillo, Joseph A., COPS ’58; Los Angeles County Osteo- 
pathic Hospital, 1100 N. Mission Road, Los Angeles 
33, Calif. 

Powell, Harold Sidney, from Monroeville, Ohio, to 3 Bar- 
clay Drive, Bells Lake Estate, Blackwod, N. J. 

Pratt, Carl William, KCOS ’59; Mineral Area Osteopathic 
Hospital, Route 1, Farmington, Mo. 

Price, Calvin U., CCO ’59; 20830 Reimanville, Ferndale 20, 
Mich, 

Purviance, J. Richard, from Sacramento, Calif., to Commu- 
nity Medical Center, 2251 Hawthorne St., North Sacra- 
mento 15, Calif. 

Rea, James F., from Columbus, Ohio, to 61 Baymont St., 
Clearwater Beach, Fla. 

Reagan, Walter N., from 122-C Hill Place, to 1717 W. Ball 
Road, Anaheim, Calif. 

Reese, Patrick F., from 1717 W. Ball Road, to 8912 Katella 
Ave., Anaheim, Calif. 

Reese, William E., from Toledo, Ohio. to 2012 Nebraska 
Ave., Orlando, Fla. 

Reinhardt, Jules L., KCOS 59; Lake View General Hospi- 
tal, 80 N. 20th St., Battle Creek, Mich. 

Restifo, Nicholas P., KCOS ’59; Doctors Hospital, 1087 Den- 
nison Ave., Columbus 1, Ohio 

Reynaud, Arthur J., from Los Angeles, Calif., to 5718 Holly- 
wood Blvd., Hollywood 28, Calif. 

Riggs, Robert A., KCOS ’59; Charles E. Still Osteoathic 
Hospital, 1201 S. Madison St., Jefferson City, Mo. 
Ringold, Gerald I., from Philadelphia, Pa., to 98 Sheffield 

Drive, Levittown, N. J. 

Roberts, Alexander, KC 59; Garden City-Ridgewood Hos- 
pitals, 30548 Ford Road, Garden City, Mich. 

Rodamar, Ben W., COMS ’59; Dallas Osteopathic Hospital, 
5003 Ross Ave., Dallas, Texas 

Roderick, Gerald J., from 5500 E. 62nd St., N., to Box 8902, 
Claycoma Branch, Kansas City 17, Mo. 

Rogers, John W., from Clinton, Mo., to 415 S. Main St., 
El Dorado Springs, Mo. 

Roskos, Thomas, KC ’59; Detroit Osteopathic Hospital, 12523 
Third Ave. Detroit 3, Mich. 

Rubin, Gerald, PCO ’59; Grandview Hospital, 405 Grand 
Ave., Dayton 5, Ohio 

Rubinson, Stanley A., from 24 Martell Road, to 364 E. Main 
St., Newark, Del. 

Ruff, James M., KCOS 59; Gleason Hospital, 523 Main St., 
Larned, Kans. 


Rusnaczyk, Leo A., from 924 E. 152nd St., to 8602 Bancroft ‘ 


Ave., Cleveland 5, Ohio 

Rutherford, James D., from Los Angeles, Calif., to 1911 W. 
Central Ave., La Habra, Calif. 

Saber, Robert H., from Hallandale, Fla., to 1909 Tyler St., 
Hollywood, Fla. 

Salvati, David T., from Des Moines, Iowa, to Stanwood, 
Mich. 

Sampson, Robert N., from Berton Bldg., to Clinic Bldg., 
Lamberton, Minn. 

Sanders, Ben J., COPS ’58; 970 N. Serrano Ave., Holly- 
wood 29, Calif. 

Sanders, H. W., from Strasburg, Colo., to 2108 Larimer St., 
Denver 5, Colo. 

Sandham, Richard W., COPS ’58; 191 S. Orange St., Orange, 
Calif. 

Sands, George L., Jr., from Fort Lauderdale, Fla., to Box 

367, Carrabelle, Fla. 

Scarborough, James I., KC ’59; Oklahoma Osteopathic Hos- 
pital, Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Scarinzi, Hugo, KC ’59; Rocky Mountain Osteopathic Hos- 
pital, 4701 E. Ninth Ave., Denver 20, Colo. 

Scarnecchia, Dan A., KC ’59; Cafaro Memorial Hospital, 
Broadway & Florencedale Ave., Youngstown 4, Ohio 

Schermerhorn, Marvin R., KC 59; Garden City-Ridgewood 
Hospitals, 30548 Ford Road, Garden City, Mich. 

Schilling, Gerard J., from Warrensville Heights, Ohio, to 
3325 N. Broadway, Los Angeles 31, Calif. 
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ippincott’s 


Fomon’s 


COSMETIC SURGERY 
Principles and Practice 


This is the first comprehensive, one-volume pre- 
sentation of the entire picture of modern repara- 
tive and cosmetic surgery. A step-by-step book 
on technic, it explains the newest procedures and 
acceptable methods for all cosmetic and emer- 
gency surgery for “the rehabilitation of the ego.” 
Besides the surgical anatomy of the parts dis- 
cussed and the salient physiologic and pathologic 
factors, it gives frequent warnings of pitfalls to 
be avoided. 


642 Text Pages, 608 Illustrations. Ready Soon 


Landells’ 
ESSENTIAL PRINCIPLES 
OF PATHOLOGY 


A remarkably clear and concise book which 
gathers together and correlates the essential in- 
formation from the fields of genetics, toxicology, 
bacteriology, biology, biophysics, biochemistry, 
psychology and animal experimentation. Readable, 
intelligently organized, to the point—this new 
book will serve equally well as a student text or 
convenient review volume for the practitioner. 


278 Pages, 16 Illustrations. 1959 $5.00 


Laborit’s 
STRESS AND CELLULAR 
FUNCTION 


Dr. Laborit, originator of the “lytic cocktail,” and 
his colleagues present a unified approach to the 
problems of injury and resuscitation applying an 
essentially pharmacologic type of therapy to the 
various ceclical specialties. The information on the 
similarities in systemic reaction to various kinds 
of injury which this book provides will lead to a 
clearer understanding of the management of these 
injuries and concomitantly of resuscitation and the 
restoration of an ideal equilibrium for the internal 
environment. 

250 Text Pages, 61 Illustrations. New, 1959. $7.50. 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Avenue, Montreal 6, P.O. 


I 

I Please enter my order and send me: 

I COSMETIC sURGERY Ready Soon 
| ©] ESSENTIAL PRINCIPLES OF PATHOLOGY..$5.00 
I 

I 

I 

| 


0 STRESS AND CELLULAR FUNCTION $7.50 


(0 Charge Payment Enclosed Convenient Monthly Payments 
JAOA-11-59 
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wherever the & winds blow 


POLARAMINE’ 
REPETABS’ 


For day-to-day 
relief & maintenance 
in allergic reactions 


SCHERING CORPORATION * BLOOMFIELD, N.J. 


Schneider, Paul, COMS °59; Pontiac Osteopathic Hospital, 
50 N. Perry St., Pontiac, Mich. 

Schneiderman, Marcia Jean, KCOS ’59; 616 W. Jefferson 
St., Kirksville, Mo. 

Scholz, Victor F., COPS °58; 5327 Romaine, Los Angeles 
29, Calif. 

Schrimpf, Charles F., from Dayton, Ohio, to 445 E. 74th 
St., Kansas City 31, Mo. 

Schroeder, Irwin L., from 2904 Meade Ave., to 4167 Ohio 
St., San Diego 4, Calif. 

Schroeder, Robert D., from 2904 Meade Ave., to 4167 Ohio 
St., San Diego 4, Calif. 

Schroeder, Vernon R., COPS ’58; 4167 Ohio St., San Diego 
4, Calif. 

Schwartz, Mendon S., KCOS ’59; Saginaw Osteopathic Hos- 
pital, 515 N. Michigan Ave., Saginaw, Mich. 

Secrest, Gloria, from Bay Village, Ohio, to 822 N. Garey 
Ave., Pomona, Calif. 

Sellas, Deno S., KCOS 59; Grand Rapids Osteopathic Hos- 
pital, 1919 Boston St., S. E., Grand Rapids 6, Mich.., 
Seltzer, Elworth C., COPS ’58; 3135 Pacific Ave., Long 

Beach 7, Calif. 

Seltzer, Stanley J., PCO ’58; 16217 E. Eleven Mile Road, 
Roseville, Mich. 

Senese, Robert J., PCO °58; 16217 E. Eleven Mile Road, 
Roseville, Mich. 

Shapoory, Rahim, COPS ’58; 1013 W. Olive Ave., Burbank, 
Calif. 

Sharp, Fred J., from 105 N. Broadway, to 223 Houston 
Ave., N., Crookston, Minn. 

Sharp, L. Blanche, from 105 N. Broadway, to 223 Houston 
Ave., N., Crookston, Minn. 

Shelton, Edward J., from 12523 Third Ave., to 11559 14th 
St., Detroit 6, Mich. 

Shutman, Edward E., COPS ’58; 12719 Rose Ave., Los An- 
geles 66, Calif. 

Shields, Martha E., from 2526 Walnut St., to 2523 Walnut 
St., Harrisburg, Pa. 

Simonsen, Verner M., Jr., KCOS °59; Green Cross General 
Hospital, 1900 23rd St., Cuyahoga Falls, Ohio 

Skaggs, Royce E., KCOS ’59; Oklahoma Osteopathic Hos- 
pital, Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Skufca, Robert A., KC °59; Green Cross General Hospital, 
1900 23rd St., Cuyahoga Falls, Ohio 

Sloan, Ralph, from 8723 Sunland Blvd., to 8953 Sunland 
Blvd., Sun Valley, Calif. 

Smith, Chester E., from Glenside, Pa., to 29 E. Willow 
Grove Ave., Philadelphia 18, Pa. 

Smith, Jerry W., KCOS ’59; Community Hospital, Inc., 1405 
Holland Ave., Houston 29, Texas 

Solana, Louis J., COPS ’58; 1610 E. Whittier Blvd., Whit- 
tier, Calif. 

Sorensen, Eugene R., KC ’59; Community Medical Center, 
201 Hawthorne Ave., North Sacramento 15, Calif. 
Spangler, Martin Luther, Jr., PCO ’58; 900 N. Fifth St., 

Reading, Pa. 

Sprankel, Gerald R., from New Port Richey, Fla., to River- 
side Osteopathic Hospital, 165 George St., Trenton, 
Mich. 

Staab, Robert Joseph, KCOS ’59; Oklahoma Osteopathic Hos- 
pital, Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Steninger, D. R., from 523 First Federal Bldg., to 2945 
Davenport Ave., Davenport, Iowa 

Stoerkel, Bill C., COMS ’59; 1112 Hunter Ave., Columbus 
1, Ohio 

Strobel, Lynn R., from Dundee, Mich., to 10000 Geddes 
Road, Ypsilanti, Mich. a 

Stupy, Joseph F., COPS ’58; 401 W. Arbor Vitae St., Ingle- 
wood, Calif. 

Sullivan, John R., CCO ’59; Doctors Hospital, 1087 Denni- 
son Ave., Columbus 1, Ohio 

Sullivan, Phyllis Walsh, from 285 Broadway, to 283 Broad- 
way, Pawtucket, R. I. (Change name from Phyllis 
O’Brien Walsh) 

Sweeney, Walter Lee, CCO ’59; 465 N. Ellsworth Ave., 
Salem, Ohio 

Sybert, Robert Albert, from Dayton, Ohio, to 110 Cedar 
Ave., Ravenna, Ohio 
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Talerico, Henry G., from Saginaw, Mich., to 601 Washing- 
ton Ave., Dumont, N. J. 
Taylor, James S., COPS ’58; 5727 Avenue A, Torrance, Calif. 
Taylor, Robert D., KC °59; Ontario Community Hospital, 
555 N. Campus Ave. Ontario, Calif. 
Taylor, Roosevelt, from 725 Mason St., to 2818% N. Sagi- 
naw St., Flint 5, Mich. 

Terwilliger, Clarence E., KC ’59; Riverside Osteopathic Hos- 
pital, 165 George St., Trenton, Mich. 

Textor, E. George, from 422 W. Fourth Ave., to 1128% N. 
Chevrolet Ave., Flint 4, Mich. 

Thesing, Thomas A., from Dayton, Ohio, to 55 W. Frank- 
lin, Centerville, Ohio 

Thill, = A., COPS ’58; 4433 Vista Largo, Torrance, 
Cali 


Till, Donald E., from Glendale, Ariz., to Box 125, Buckeye, 
Ariz. 

Tini, Albert, PCO ’58; 1014 12th Ave., Ridley Park, Pa. 

Toy, William G., from Kinde, Mich., to 245 Highland Ave., 
Highland Park 3, Mich. 

Turcillo, Joseph, Jr.. KCOS °59; Doctors Hospital, Inc., 325 
W. Jefferson Blvd., Los Angeles 7, Calif. 

Tyrrell, Carleton F., from Traverse City, Mich., to 17927 
Roscoe Blvd., Northridge, Calif. 


Van Doren, Sara, from Pittsburgh, -Pa., to States Nursing 
Home, 145 N. Seventh St., Indiana, Pa. 

Vasile, Salvatore ,R., from Secane, Pa., to 244 W. Ridge 
Road, Linwood, Pa. 

Verrengia, Mario, from Los Angeles, Calif., to 11119 Arch- 
way Drive, Whittier, Calif. 

Wadle, Rudi O., KC ’59; 6 W. 67th St., N., Kansas City 
16, Mo. 

Wall, Charles V., COPS 58; 525 N. Greenleaf Ave., Whit- 
tier, Calif. 

Wall, Irvin Franz, from Fort Worth, Texas, to 1063 W. 
Sixth St., Ontario, Calif. 

Watts, Russell W., COMS ’59; 5852 Saloma Ave., St. Louis 
15, Mo. 

Weast, William Sterling, COPS °58; 100 W. Osborn Road, 
Phoenix 42, Ariz. 

Wedgle, Martin, from 50 N. Perry St., to 3513 Elizabeth 
Lake Road, Pontiac, Mich. 

Weiner, Samuel A., from Los Angeles, Calif., to 6441 Cold- 
water Canyon, North Hollywood, Calif. 

Weinstein, S. Alan, KC ’59; 542 Park Ave., Kansas City 24, 
Mo. 

Weiss, Sol, COMS ’59; 18057 Pinehurst Ave., Detroit 21, 
Mich. 

Wert, Lenwood B., from Drexel Hill, Pa., to 7006 Penarth 
Ave., Upper Darby, Pa. 

Whitlock, William J., KC ’59; Wetzel Osteopathic Hospital, 
105 E. Ohio St., Clinton, Mo. 

Wimp, Ralph V., KCOS ’59; 805% S. Fifth St., Kirksville, 
Mo. 

Winslow, E. J., from Battle Creek, Mich., to 3358 N. 15th 
Ave., Phoenix 42, Ariz. 

Wirth, Walter E., KCOS ’59; 404 E. Normal Ave., Kirks- 
ville, Mo. 

Wolfer, Goma Koobs, from Chicago, Ill., to Howard City, 
Mich. 

Wood, Leonard N., from Western Reserve Hotel Annex, to 
660 W. Main, Ravenna, Ohio 

Wright, Harlan O. L., from Sundown, Texas, to Porter Clinic- 
Hospital, 2401 19th St., Lubbock, Texas 

Wyman, C. W., from 1638 Kalakaua Ave., to 567 Young 
Hotel Bldg., Honolulu 13, Hawaii 


Yelsa, Charles J., from Kansas City, Mo., to 2800 E. Main 
St., Stockton 5, Calif. 

Youngerman, Arthur C., COPS ’58; 2805 Tilden Ave., Los 
Angeles 64, Calif. 


Zachary, T. Eugene, KC ’59; Dallas Osteopathic Hospital, 
5003 Ross Ave., Dallas 6, Texas 

Zimmerman, Willis W., from 1920 Parkwood Ave., to 402 
Fassett St., Toledo 5, Ohio 

Zond, John R., KCOS ’59; Lakeview Hospital, 1749 N. Pros- 
pect Ave., Milwaukee 2, Wis. 
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HAVE YOUR PATIENTS EXPERIENCED 
THE ADVANTAGES OF ANTIPYRINE... 


Side effects are generally absent with 
FELSOL . . . antipyrine causes no 
° harmful effects to normal persons. 


FELSOL is effective as an anti- 
asthmatic, analgesic, and antipyretic 
— elevating in 
prompt and enduring antipain or 
eee antifever action is required. 


lodopyrine... 30mg 15mg 
Citrated Caffeine.............100mg 50mg 
Try this safe and effective preparation for symp- 
tomatic treatment. Write for free professional 
samples and literature. 


AMERICAN FELSOL CO., BOX 395, LORAIN, 0. 


N dextro-chlorpheniramine maleate 
REPETABS* 


for prophylaxis and relief 
of allergic reactions 


PT Re, 
Symbol of 
the one-dose 
convenience 
you want for 
on we -your patient 


SCHERING CORPORATION 
Bloomfield, New Jersey EN-1485-9 


A-241 
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; 
| 
EFFICACY 
FORMULA 
Antipyrine. ..870 mg 435 mg 
3 
wherever . 
winds 
blow 
“@anew 


immortals of chinese mythology: 


Lu Tung-pin 


This scholarly but fierce mystic earned his place 
in the Taoist pantheon by slaying dragons with a 
magic sword 


...this experience-tested steroid has earned its 
place in twentieth-century medicine by its unsur- 
passed results in acute and chronic steroid- 


responsive disor¢ 


METICORTEN,® brand of prednisone, 5 mg. tablets. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 


You will soon receive in your mail a full-color, handmade, 
three-dimensional figure of this Chinese Immortal, mounted 
and suitable for framing. 


Seloring 
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Applications for membership 


ARIZONA 
Battersby, Joseph M., (Renewal) 1941 E. McDowell Road, 
Phoenix 12 


COLORADO 
Boyd, Gail D., (Renewal) 1401 Ammons, Lakewood 15 


CONNECTICUT 
Clark, Foster D., (Renewal) 253 Main St., Torrington 


ILLINOIS 
Alexander, Ethelyn S., (Renewal) 1962 E. 71st Place, Chi- 
cago 49 


IOWA 
Smith, Edward H., (Renewal) Collins 
Gibson, Sarah Jean, (Renewal) 536 W. 35th St., Des 
Moines 12 


MISSOURI 
Musselman, Paul C., (Renewal) Lakeview Rest Home & 
Clinic, Forsyth 
Edwards, Richard L., Jr., (Renewal) 5202 Chouteau Drive, 
Kansas City 19 
Meals, Gladys, (Renewal) Whitaker Osteopathic Hospital, 
205 S. Fifth St., Moberly 


NEW JERSEY 
Simon, M. Paul, (Renewal) 155 River Drive, Lake Hiawatha 
Kuna, Andrew, (Renewal) 44 Milford Ave., Newark 8 
Standring, T. Kenneth, (Renewal) 409 White Horse Pike, 
Oaklyn 6 


NEW MEXICO 
Shealy, Edward M., (Renewal) Box 6205, Albuquerque 


NEW YORK 
Raab, H. Frederick, (Renewal) 367 Titus Ave., Rochester 17 


OHIO 
Balmer, Charles F., (Renewal) 429 N. Main St., Urbana 


OKLAHOMA 
Cordry, Durrel F., (Renewal) 2145 S. W. 59th St., Okla- 


homa City 19 


OREGON 
Little, James R. D., (Renewal) Box 683, Oakland 


PENNSYLVANIA 
Logan, David, (Renewal) 7735A Lucretia Mott Way, Elkins | 


Park 17 

Farquharson, June L., (Renewal) 1235 Pine St., Philadel- 
phia 3 

Stein, Franklin M., (Renewal) 3910 Pearson Ave., Philadel- 
phia 14 


TEXAS 
Roberts, Henry E., (Renewal) 720 Ector St., Denton 


VERMONT 
Fiermonte, Frank P., (New) Main St., Derby 


WASHINGTON 
Light, Ernest E., (Renewal) 753 Hilltop Ave., Kent 


WISCONSIN 
Wisniewski, R. M., (Renewal) 180 W. Seminary St., Rich- 
land Center 
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SAVES TIME — serves asa well quali- 
fied ‘‘business manager" in your office 
— provides a clear-cut summary of your 
entire year's b — the t of 
any professional system. 

SAVES WORK — only a few minutes 
a day required to keep complete busi- 
ness records. All complicated book- 
keeping ‘‘extras’’ are eliminated. 
SAVES WORRY — Nothing is left to 
chance or memory — your tax returns 
can be verified quickly and easily — 
you have accurate data on how your 
business is performin 

PRICES: Regular Edition, ae 40 line 
page a day, one we" lated Ba 
calendar year — ye le Log 
Edition, two Py inn of 40 lines 
for each day, two volumes, dated for 
calendar year — per set — $13.50. 
Satisfaction guaranteed. 


ORDER DIRECT OR WRITE FOR 
FREE INFORIAATION KIT 


THE COLWELL COMPANY 
265 W. University Ave., Champaign, Ill. 


\ 
PARKELP FOR 4 
in handy granular or tablet form, providing: 
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A, discomfort. Low in cost. Try itt 
| 
Wik PROFESSIONAL DISCOUNTS. 
iLiP R. PARK, INC. 


WHEN ITS A CASE OF DO OR DIET 


On the treadmill of obesity, the physician reads danger 
signs in commonly mistaken efforts to reduce . . . when 
so often the safe solution is reduced caloric intake 

in a properly balanced diet. 


PET Instant Nonfat Dry Milk makes a valuable a 

contribution to the reducing diet by helping to maintain PET 2 

high nourishment levels with minimal addition of calories. om } 
INSTANT 


Virtually fat-free ...with half the calories of whole milk, NONFAT DRY MILK 
PET Instant is delicious as a beverage. Used in cooking, 

it reduces calorie content and helps make a low-fat 
diet more varied, more enjoyable. It even whips! 


Here is concentrated milk nourishment, in a convenient 
form ... it dissolves almost at the touch of water. 


36.6% Protein (in dry form ) 


Instantized so it dissolves 


All the calcium and almost at the touch of water 
B-vitamins of whole milk 
without the fat 


©1959 


—PET MILK COMPANY ST-LOUIS I,MISSOURI-— 
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Treatment 


Hypertension’ 


Because 
RAUWILOID provides effective Rauwolfia 


action virtually free from serious side effects 
... the smooth therapeutic efficacy of Rauwiloid 


is associated with a lower incidence of certain 


When more potent drugs are unwanted side effects than is reserpine...and 
needed, prescribe one of the con- seine: 
venient single-tablet combinations with a lower incidence of depression. Toler- 
Rauwiloid® + Veriloid® ance does not develop. 
1 lon 1 mg. and alkavervir 3 mg. ans 
ee i. ae RAUWILOID can be initial therapy for most 
Rauwiloid® + Hexamethonium hypertensive patients... Dosage adjustment is 
alseroxylon 1 mg. and hexamethonium 
chloride dihydrate 250 mg. rarely a problem. 


Many patients with severe hypertension can be main- 
tained on Rauwiloid alone after desired blood pres- la tea 
sure levels are reached with combination medication. Northridge, California 
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More satisfying sleep for more patients 


Doriden offers sound, restful sleep for patients who are sensitive to barbiturates, eld- 
erly patients, patients with low vital capacity and poor respiratory reserve and those 
who are unable to use barbiturates because of hepatic or renal disease. Onset of 
sleep with Doriden is smooth and gradual, usually with no preliminary excitation. 
Doriden acts within 30 minutes, and sleep lasts for 4 to 8 hours. Except in rare cases, 
no hangover” or ‘fog,’ because Doriden is rapidly metabo- 


® 
lized. SUPPLIED: Tablets, 0.5 Gm:, 0.25 Gm. and 0.125 Gm. Doriden 


(glutethimide CIBA) 
Cc 


SUMMIT, N. J. 
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